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Paul or Peter Chamberlen ? 


A Nore oN THE CHAMBERLEN FamIty. 
By J. W. Batiantyne, M.D., F.R.C.PS. 


Havine recently, through the kindness of a friend, been put in 
possession of an engraving of a portrait of one of the Chamberlens, 
I was led once again to look into the history of this remarkable 
family of obstetricians. Notwithstanding the admirable work of 
Dr. Aveling,! there are still several problems concerning the 
Chamberlens which have never been satisfactorily elucidated, and 
the engraving to which I refer, and which is here reproduced 
(vide plate?) is associated with one of them. 

It is entitled “ Paul Chamberlen, M.D. 1658: from an original 
drawing,” and it carries the information that it was published 
May 30th, 1794, by W. Richardson, Castle Street, Leicester Square. 
It represents a man with well-marked features, and with flowing 
locks resting on his shoulders; the face is that of a man of at least 
middle age. When, however, one refers to the history of the 
Chamberlens, and especially of Dr. Paul Chamberlen, one finds it 
difficult to make the facts fit the portrait; for in 1658, the date of the 
picture, Paul Chamberlen was only twenty-three years of age, having 
been born in 1635, and the face in the picture is that of a man much 
older than twenty-three. At first I was not inclined to think much 
of this discrepancy, believing it to be due in all probability to an 
error in dating the engraving; but, wondering if Dr. Aveling had 


1. Aveling (J. H.). “The Chamberlens and the Midwifery Forceps,” 8vo, cloth, 
231 pp. London, 1882. 


2. The name R. White, which appears on the engraving was doubtless Robert 
White, a draughtsman and engraver who lived between 1645 and 1703. See Dict. 
Nat. Biography, vol. 1xi, p. 73. 
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noticed the want of agreement between the appearance of the face in 
the portrait and the age stated, I looked up his work (op. cit., p. 30) 
and there found this interesting footnote: “This portrait is taken 
from a well-known engraving, beneath which is ‘ Paul Chamberlin, 
M.D., 1658.’ It is really the likeness of Dr. Peter Chamberlen, for at 
this date Paul was only 23 years old, while the former was 57, which 
age corresponds precisely with the features represented above.” 
According to Dr. Aveling, therefore, the portrait represents not 
Dr. Paul Chamberlen but his father Dr. Peter Chamberlen. 

Dr. Paul Chamberlen was not a conspicuous member of the 
family, indeed, save for a certain notoriety in connexion with the 
recommendation of an “Anodyne Necklace” to be worn by children 
during dentition, he is almost unknown to fame. He had, however, 
a brother Hugh, known as “ Hugh Chamberlen, Senior,’ who seems 
to have inherited the Chamberlen genius. At any rate, he was the 
author of various proposals for a New Establishment of Physic 
(“for the better securing of health”), for a Land Bank (“to make 
England Rich and Happy”), and for the Union of England and 
Scotland. Of all his schemes, however, the only one to be realized 
was the last named; but it is not known if he was alive at the time 
when the union was consummated, for soon after 1702 he went to live 
in Holland, and is heard of no more. It is upon a statement made 
by Dr. Hugh Chamberlen that the belief that the midwifery forceps 
was invented by his father, Dr. Peter Chamberlen, is founded. I 
must now refer to this Chamberlen (Dr. Peter), from whom Dr. Hugh 
inherited not only the forceps but also that genius for making pro- 
posals for the health and happiness of the country to which I have 
already alluded. 

Dr. Peter Chamberlen, who is, according to Dr. Aveling, repre- 
sented in the accompanying portrait, was the third of the name of 
whom we have any information. William Chamberlen fled to 
England from Paris in 1569, for he and his wife were Huguenots. 
They had several children, including two named Peter; they have 
been named Peter Chamberlen the Elder and Peter Chamberlen the 
Younger. Dr. Peter Chamberlen the Younger, who, in association 
with his brother, attempted to carry out a scheme for the Incorpora- 
tion of Midwives (an attempt, made nearly three hundred years ago, 
to do in some measure what the Midwives Act of 1902 is now doing), 
had a large family, the eldest child being Dr. Peter Chamberlen, 
third of the name. This member of the Chamberlen family, there- 
fore, was grandson of William, nephew of Peter the Elder, and son 
of Peter the Younger. He was born in London in 1601, and died at 
Woodham Mortimer Hall, near Maldon in Essex in 1683, at the 
advanced age of 82. If the accompanying engraving indeed repre- 
sents Dr. Peter Chamberlen, and if the date (1658) attached thereto 
be that of the year in which the portrait was painted, then it must 
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have been executed when the Doctor was 57 years of age, “ which 
age,” as Aveling says, “corresponds precisely with the features 
represented.” 

There can be no doubt that this Peter Chamberlen was the most 
distinguished member of the family. He received the degree of 
Doctor of Medicine at the University of Padua at the age of eighteen; 
soon after his return to London he was admitted to the Fellowship of 
the College of Physicians; he became physician extraordinary to the 
King (Charles I), to whom the Czar of Russia wrote begging him to 
allow the doctor to come to Moscow and enter his service; he brought 
forward once more the scheme for the Incorporation of Midwives 
which his father had mooted but with no better success; he advocated 
the use of “ Baths and Bath-stoves ” for the cure of diseases and the 
preservation of health; he had ideas on phonetic writing embodied in 
a project for “ a new art or way or writing and printing true English, 
whereby better to represent to the eye what the sound doth to the 
ear”; and he had a project for the reconciliation of the churches 
whereby he hoped that a union of the Jewish religion with all the 
Christian sects into one single church would be effected. Perhaps 
the most interesting of all his schemes to us who live in the days of 
motor cars and automobiles was his proposal for propelling carriages 
and ships by wind, “ to make Coaches, Waggons, Carts, Ploughs, etc., 
to go by Engine without Horses,” and “to be able to navigate with 
all Winds in a Straight Line.” I imagine that if Dr. Chamberlen 
could now revisit Ludgate Hill and take note of the traffic he would 
think that his dream of the horseless carriages had been fulfilled. 
That Dr. Chamberlen also invented the midwifery forceps was long 
believed, but Dr. Aveling’s researches seem to show that he only 
inherited the instrument from his father (Peter Chamberlen the 
Younger) or, more probably, from his uncle (Peter Chamberlen the 
Elder). But even if this honour be taken from him and given to 
another member of the family, Dr. Peter remains a most interesting 
personality. 

Since Dr. Aveling wrote his book on The Chamberlens, some 
further investigation of the family’s history, and more especially of 
the life and travels of Dr. Peter Chamberlen, has been undertaken. 
Dr. Scharffenberg,! knowing that Dr. Peter had dealings with the 
Swedish and Danish Governments in regard to his wind-impelled 
carriages and other inventions, has investigated the archives of 
these countries, and has found that the English obstetrician obtained 
a patent from the former government in 1669, and from the latter in 
1670. It is probable that he personally visited Sweden and Denmark. 
Dr. Scharffenberg has found that a Thomas Chamberlen died in 
Denmark in 1671, and he regards this Chamberlen as probably a son 


1. Scharffenberg. Norsk Mag. f. Laegevidenskaben, 1902, vol. Ixiii, p. 419. 
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of Dr. Peter. In Holland also there are traces of the Chamberlen 
family, and possibly the Dutch archives may contain interesting in- 
formation regarding the subject of this short note. Dr. Scharffen- 
berg believes that he suffered from mania, and he comes to the 
conclusion that the specific type was paranoia inventoria et religiosa, 
founding his opinion on the fact that he ventured to conceive the 
possibility of a union between the various Christian churches and the 
Jewish, a somewhat insufficient reason in itself. 
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Infantile Breast Tissue.* 


By C. Nepean Loneriner, 
M.D. (Vict.), F.R.C.S. (Eng.), M.R.C.P. (Lon.), 


Pathologist and Registrar at Queen Charlotte's Hospital. 


THE process of development of the infantile breast is a subject which 
can be easily studied. The material on which this article is based 
was obtained from infants still-born in Queen Charlotte’s Lying-in 
Hospital. The drawings practically tell their own story, and but 
few words are needed in explanation of them. The process of 
development does not run the same course in all cases, and in the 
early stages the question of sex does not appear to exert the powerful 
influence which it does at the time of the development of secondary 
sexual characteristics. In a large child with abundance of sub- 
cutaneous fat the breasts are usually well developed irrespective of 
sex. The breast tissue can be distinctly felt as a solid mass lying 
below the primary areola, and on squeezing it a fluid which, on 
microscopic examination, is indistinguishable from milk, can be 
expressed. If the breast be a large one and a vertical incision be 
made over it, one sees a flattish cone-shaped mass of deep red tissue 
embedded in the pale surrounding fat. This mass of tissue has a 
very definite capsule, and at its base may measure as much as an inch 
in diameter, the apex of the cone being immediately below the areola. 
Sometimes the breast is represented by a small pea-like nodule of 
deep red tissue, and in other cases it is hardly developed at all. 

Figure 1 was drawn from a specimen in which the foetus was 
about twenty-six weeks old. There is a little subcutaneous fat 
beneath a layer of gelatinous connective tissue, upon which lies a 
single layer of epithelial cells representing the skin. In the region 
of the breast there is a slight condensation of the connective tissue, 
into which buds of epithelial cells are seen descending; some have 
been cut off and have become canalized, forming the primitive alveoli. 
The other skin glands develop in precisely the same way. 

Figure 2 was taken from a fetus of about thirty-two weeks’ 
gestation; in it the same process of epithelial down-growth is seen, 
and in this case an epidermis had developed. 

A further stage in the development of the glandular tubes is 
seen in Figure 3, showing a solid column of cells in which lines of 
cleavage are developing, and at one side the commencement of a 
distinct basement membrane can be seen. 

Figure 4 is probably an earlier stage taking place in a less active 
breast. The hollow columns of epithelial cells are here wholly 


*From the Pathological Laboratory of Queen Charlotte’s Hospital. 
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innocent of any attempt at a basement membrane marking them off 
from the surrounding connective tissue, but one can notice in this 
and some of the other specimens a certain amount of small-celled 
infiltration round the alveoli. It is possible that the basement mem- 
brane is developed from these small round cells. In the alveoli there 
are small masses of dead epithelial cells. The remaining specimens 
were all taken from full-time male infants. In Figure 5 large 
irregularly-shaped alveoli are seen lined by a single layer of 
epithelial cells and containing masses of broken-down cells. The 
specimen from which Figure 6 was drawn is unique as far as the 
author has seen in that many of the alveoli are lined by goblet cells. 
The drawing also shows several vessels full of blood, and some small- 
celled infiltration around the alveoli. Figure 6a is a drawing of the 
same specimen taken under a high power. It would be difficult to 
believe that the irregularity and the large size of the alveoli are not 
outside the bounds of physiological development, were it not for the 
fact that these features are so constant in their appearance. But it 
is hardly possible that the breast of which Figure 7 is a sketch is not 
in a pathological state. Microscopically, however, the tissue differs 
in no essential feature from the foregoing examples, Figure 8 showing 
the same but larger cystic-like spaces lined by epithelial cells. 

It has been thought that the activity of the infantile breast is brought 
about by the presence in the foetal circulation of the same body which 
acts as the physiological stimulus to the mother’s breasts. Starling 
and Lane-Claypon have shown that the origin of this body probably 
lies within the foetus itself, and in this way a very plausible explana- 
tion of the somewhat exaggerated activity of the infantile breast is 
arrived at. In a question of this kind it is difficult to obtain more 
definite evidence than that derived from a general impression from 
clinical observation, but the author is trying to collect information 
as to whether the mother is always a successful nurse in cases where 
the infant’s breasts also secrete. He has not been able to make out 
any definite connexion between the not uncommon blood-stained 
vaginal discharge of female infants and activity of the breasts. 


The beautiful drawings to which these few words may serve as an 
explanation were kindly made for the author by an artist who had 
never seen anything of the sort before, and who had never previously 
looked down a microscope. They may therefore be taken as repre- 
senting the actual specimens, without being in any way diagrammatic. 
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_- Hebotomy or Pubiotomy, with Notes of a Case. 


By Rosert M.D., etc. 


Senior Physician to the Glasgow Maternity Hospital. 


Tus operation was suggested by Gigli in 1894, and was first per- 
formed on a living subject by Bonardi, in 1897. 


The operation first performed was an open one. The pubic bone 
was exposed by a large vertical incision, and then sawn through. 
Déderlein has modified the technique so as to make the operation 
almost a subcutaneous one. Bumm has further modified it so that 
the operation he performs is a true subcutaneous one. 


Operation (Déderlein’s method). The patient should be prepared 
in the same way as for a symphysiotomy by shaving the parts and 
rendering them as aseptic as possible. The os should, of course, be 
fully dilated. A small incision is made along the upper border of 
the pubic bone, just internal to the pubic spine, and large enough to 
admit one finger. The index finger is then introduced behind the 
pubic bone, and the soft parts separated from it, and around its lower 
border. Then a metal carrier, with a suitable curve, and long 
enough to reach round the pubic bone, is passed along the finger as 
a guide and brought out below, at a point just external to the labium 
majus, the direction of the carrier being in the vertical plane. A 
Gigli saw is then drawn through by means of the carrier, and the 
bone is divided from behind. The divided ends spring apart, as a 
rule, causing considerable enlargement of the pelvis. If there is 
much bleeding it can be controlled by packing the wound. The child 
is delivered by forceps or version. The small incisions are closed by 
a stitch or two. The ends of the bone are brought as closely together 
as possible by compressing the pelvis and putting on strapping or a 
tight binder, and the patient is kept lying on her back with sand 
bags at each side. Some operators do not support the pelvis, but 
leave the bones slightly separated so as to obtain a permanent en- 
largement of the pelvis. 


Bumm performs the operation subcutaneously by using a sharp- 
pointed carrier, which he passes through the skin and round the bone 
without making any incision, and without using his finger as a guide. 

My experience of the operation is limited to one case. I used the 
method of Déderlein which I have just described. 


Case. Mrs. M., primipara, et. 29, full time, was sent to the 
Glasgow Maternity Hospital on January 28th, 1907, by her medical 
man, who had tried to deliver her with forceps but had failed. On 
admission the patient was in good condition, and the child was alive. 
The intercristal diameter was 93in., the interspinous 9in., and the 
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diagonal conjugate 4in. The head was large, and considerably over- 
lapped the symphysis pubis. 

The disproportion between the size of the head and the brim was 
rather greater than one would have liked for a symphysiotomy or a 
pubiotomy, but as attempts at delivery had been made the risks of a 
Cesarean section were so great that I decided to do a pubiotomy. 

The right ramus of the pubes was easily divided with a Gigli saw 
just internal to the pubic spine. The patient was then delivered with 
forceps in the Walcher position, the pelvis being firmly grasped 
during delivery to prevent the bones yielding too much. The child, 
which weighed 91b., was alive. The ends of the bone separated 
about one inch. The anterior wall of the vagina was lacerated, and 
the wound extended into the opening in the bone, but the bladder 
and the urethra were intact. The perineum also gave way. There 
was not much bleeding. 

The perineum was stitched, and the skin wounds were closed with 
silkworm gut. As the vagina was severely bruised I did not stitch 
it, but inserted a drain of iodoform gauze. The ends of the bones 
were kept as close together as possible by means of a band of adhesive 
plaster round the pelvis and a firm binder. Sand bags were also 
used. 

The nursing of the patient proved very difficult. In a few days 
it was evident that the urine was dribbling through a fistula. I 
afterwards found that there was a small fistula just at the point 
where the urethra issued from the bladder. There was a good deal 
of sloughing of the vagina, and when the sloughs separated I found 
the ends of the bone were bare. The portion between the incision 
and the joint necrosed, and I removed it about a month after the 
operation. Continuous drainage of the bladder by means of a 
catheter kept the patient dry at times, but at times this failed. There 
was considerable cystitis, and the bladder had to be washed out daily. 

After the piece of bone was removed, and the vagina was in a 
healthy state, I repaired the fistula, but it was so high up in the 
narrow channel from which the bone had been removed that I had 
the utmost difficulty in getting at it. For a few days there was no 
leakage, and then the urine began to come through the fistula again, 
but in a short time it healed up completely, and the opening between 
the ends of the bone and the joint became filled in with fibrous 
tissue. 

The patient went out on April 26th, 3 months all but two 
days from the time of admission. There was firm fibrous union, and 
she was able to walk about quite comfortably. There was no per- 
ceptible movement at the pubic joint. Her bladder gave her no 
trouble. She has reported herself at the Hospital several times 
since, and her condition was found to be satisfactory. 

It has been asserted that this operation isa much more satisfactory 
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one than symphysiotomy. I cannot see that there is much to choose 
between the two operations. If very little enlargement of the pelvis 
is required to allow of delivery, either of the operations is suitable, but 
if there is much disproportion between the size of the head and the 
pelvis neither of them should be selected, more especially if the 
patient is a primipara. In primiparous cases it is almost impossible 
to deliver without tearing the vagina, and the tear is certain to occur 
at the unsupported part of the canal, which is of course where the 
bones are separated. This results in what is to all intents and 
purposes a compound fracture of the pelvis. The risk of injury to 
the urethra or bladder is said to be much less in the pubiotomy opera- 
tion, and that may be so, but in my case this accident happened. 
In fully a dozen symphysiotomy operations I have never had the 
misfortune to injure the bladder, and the patients have all recovered. 
In one case the child was stillborn. I have recently performed the 
operation for the third time (cp. Select Clinical Reports, p. 184) on 
one woman. It is possible that a wider experience of pubiotomy 
may impress me more favourably in regard to it. I cannot say that 
my experience of symphysiotomies has impressed me favourably, 
although the results have been satisfactory. 


170 Journal of Obstetrics and Gynecology 


On the Need of Clinical and Pathological Investigation 
into the Nature and Causes of the Common 
Gynecological Ailments. 


By W. E. Foruereiit1, M.A., B.Sc., M.D., Manchester. 


THE commonest gynecological conditions are doubtless those which 
cause patients to complain of one or more symptoms such as menor- 
rhagia, metrorrhagia, leucorrhea, back-ache, bearing-down pain, 
pelvic discomfort, pain in the so-called ovarian regions, pains down 
the legs, reflex pain under the heart and the like. Examination in 
these conditions may reveal no physical signs, or may show that the 
uterus is merely soft and large, unduly firm, small and hard, or large 
and hard. The organ may be found in a position of retroversion, 
and, in addition, its axis may be bent backwards in retroflexion; or 
it may be anteverted and also anteflexed. 

We have no accurate knowledge of the causation of these conditions. 
Indeed, the perusal of some recent work suggests that, in the pathology 
of minor gynecological ailments, we have hardly advanced since 
the days of Plato, when the uterus was thought to wander about the 
body like a wild beast, which could sometimes be lured into the 
vagina; and when the “smoke test” was applied, not to drains, but 
vaginally, as an aid in the diagnosis of pregnancy. (Ballantyne.) 

Modern gynecology is about one century old, and, during the last 
hundred years, the pathology of the commoner ailments may be said 
to have passed through two phases. 


Tue MECHANICAL PHASE. 


In making their observations, our ancestors relied mainly on 
vaginal examination, “bimanual” palpation being a device of com- 
paratively recent date. The physical signs most easily recognized 
by a finger in the vagina were naturally variations in the position 
of the cervix and alterations in the shape of the uterus. If the 
fundus could be felt either in front of or behind the cervix, 
it was thought to be out of place; and if any curve, forward or 
backward, could be discovered, the organ was regarded as mis- 
shapen. These most obvious physical signs were generally regarded 
as the actual lesions causing the symptoms complained of in each 
case, and thus the pathology of the commoner troubles of women 
entered its first or mechanical phase. The displacement theory has 
had a long and vigorous life, and is still living, though its field is 


* Read at a meeting of the Pathological Society of Manchester on Feb. 12th, 1908. 
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now limited. For improved methods of examination quickly revealed 
the true nature of many grave conditions in which uterine displace- 
ments are observed. Thus it was realized that pelvic cellulitis may 
first push the uterus to one side and then pull it to the other; and 
that pelvic peritonitis may first push the organ forward and then 
pull it backward; while hematocele and hematoma were found to 
cause similar uterine movements. 

The field of the displacement theory was thus considerably 
narrowed, and, later, doubt was thrown upon its validity as an 
explanation even of minor gynecological troubles. Soon after the 
middle of last century Goupil* wrote as follows :—‘ In later times 
the opinion was held that uterine deviations caused pain and grave 
functional disturbance; but Cruveilhier and Paul Dubois threw such 
doubt upon it, that even Valleix (1852), the last defender of the older 
views, says: ‘some deviations of the uterus, both congenital and 
acquired, are unaccompanied by any pain or morbid symptom.’ 
M. Depaul (1854) goes further, and in his report, declares that there 
are but a few rare cases in which the uterine deviation is of any 
consequence or requires direct treatment.” These utterances, it will 
be noted, have quite a modern .sound, though they were written 
fifty years ago. 

Subsequently, it was gradually realized that moderate anteflexion 
is the typical shape, and that anteversion is the typical position of 
the uterus; but it was only about twenty years ago that Schultze and 
others succeeded in showing that practically all positions are normal 
in which the fundus lies in front of the pelvic axis and near the 
middle plane of the body. 

Thus the sphere of utility of the displacement theory was still 
further reduced, and the waning mechanical phase in gynecological 
pathology dwindled into comparative insignificance. Meanwhile the 
discovery of the part played by micro-organisms in the causation of 
disease was paving the way for the second phase, which waxed with 
the growth of the science of bacteriology, and which has largely held 
the field up to the present time to the almost total exclusion of what 
Goupil called “ the older views.” 


Tue InFEcTION PHASE. 


Many gynecological troubles of the kind we are considering have 
for long been known by names such as metritis, endometritis, endo- 
cervicitis, ovaritis and the like, and have long been described to the 
public as due to “inflammation.” Soon after the entrance of the 
micro-organism on the pathological stage, it became clear that some 
conditions bearing these names are infective in origin. This dis- 
covery appears to have led many writers on gynecology to forget 


*“Clinical Memoirs on the Diseases of Women.” Bernutz and Goupil. (New 
Sydenham Society, 1867, vol. ii, page 169.) 
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their logic, and, arguing from the part to the whole, to conclude that 
all conditions with names ending in -itis must owe their origin to 
infection by one organism or another. Thus the pathology of the 
common diseases of women passed into its second or “ infection ” 
phase, and acquired thereby an air of fictitious and delusive simplicity. 
For the infective theory supplied a new and attractive explanation 
for almost every condition in the range of minor gynecology. Nor 
did it only provide something to talk about; it also indicated a line 
of action. No longer was the pessary the only thing, for the whole 
range of antiseptic substances quickly became available for ad- 
ministration by the douche can and the plug. Thus patients passed 
from the frying-pan of displacement into the fire of infection; from 
the sway of the pessary into the swish of the disinfectant. 

To those readers, and they will be many, who consider that this 
statement is too strong, the writer would recommend a perusal of 
recent works on gynecology. Such a course of reading shows that 
many authors still consider that the majority of cases of so-called 
endometritis, metritis, ovaritis and the like, are of infective origin, 
and that they give practically no explanation of the nature of the 
remainder. Some authors advise that women should wear closed 
bifurcated garments with the object of preventing the entrance of 
germs into the vulva and vagina, so convinced are they that endo- 
metritis is caused by accidents of this kind. Others deprecate the 
use of the harmless necessary bath, especially near the end of 
pregnancy, lest water contaminated by the general surface of the 
body should enter and infect the genital canal. This idea, by the 
way, is not new; for many years ago the belief was prevalent in 
bucolic circles that disaster was sure to occur to any female animal 
of the bovine race which was allowed to stand in water deep enough 
to reach the vulva. 

We constantly see patients with menorrhagia, metrorrhagia, 
leucorrheea, backache, “ ovarian” pain and the like, and with altera- 
tions in the size and consistence of the uterus, whose condition is not 
to be explained by the infective any more than by the mechanical 
hypothesis. Some of these patients are young girls, whose symptoms 
date from puberty; others are young women, whose troubles date 
from marriage or from some period of general ill-health. In most 
of these there is nothing to suggest an infective origin for the pelvic 
condition. Many cases in which parturition or abortion has been the 
starting point are equally free from any indication of infection. 
The same may be said of most cases in which the symptoms appear 
near the change of life. 

Not only do the conditions from which these patients suffer 
receive names ending in -itis, but they are often regarded as the 
same in nature as lesions in which the symptoms date from an attack 
of gonorrhea, a septic abortion or a puerperal infection. Our patho- 
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logy, in fact, often falls below the level of that of the student of 
medicine who defined inflammation as anything beginning with 
pain, heat, redness and swelling, and ending in -itis. For it is often 
taken for granted that the conditions under discussion are inflamma- 
tory in nature and infective in origin, simply because their names 
end in -itis. It is not suggested that this view is taken by men who 
have had time to gain a knowledge of their profession by clinical 
experience; but it is maintained that many writers and teachers have 
neglected to instruct students about those conditions whose causation 
is not due to infection, while devoting ample attention to acute, 
sub-acute and chronic infective processes. 


ProsiEMs FoR SOLUTION. 


The problems presented for solution by the non-infective minor 
ailments of women are by no means simple, and it may be well to 
indicate briefly their nature. First, it must be remembered that the 
uterus and its appendages have a life history which is much more 
complicated than that of other organs. Thus the anatomical and 
physiological changes which occur at puberty demand further in- 
vestigation. The increase in muscular and vascular tissue relative 
to the uterine connective tissue doubtless begins some years before, 
and continues for some years after, the actual onset of menstruation. 
For during childhood the uterus contains about half as much muscle 
as it does connective tissue; during adolescence there is a relative 
increase of muscle until when womanhood is reached the proportions 
are reversed. This relative overgrowth of muscle is accompanied by 
an increase in vascular supply, both tissue changes being presided 
over by those intangible factors which determine the complex pro- 
cesses of development in living beings. That changes of this kind 
should go on regularly and without incoordination in the majority 
of human females, in spite of the artificial conditions of civilized life, 
is surely more wonderful than that in a few individuals the process 
should be upset. If, for instance, the growth of the uterine blood- 
vessels outpaces for a time the growth of the muscle, hyperemia 
is the result. For the blood supply of the uterus is controlled and 
determined very largely by the action of its muscle fibres. This 
failure of the muscle to grow with the vessels is doubtless the true 
pathology of menorrhagia at and soon after puberty. Softening and 
enlargement of the organ follows if the muscle does not in a few 
months regain its ascendancy. If the condition persists long enough, 
fibrosis supervenes, as a result of prolonged venous congestion. The 
retrogressive tissue changes of the menopause also demand considera- 
tion. For some years before and after the actual cessation of men- 
struation there is a loss of muscle accompanied by obliterative 
changes in the blood-vessels and by relative increase of connective 
tissue. The changes which occur in the vascular walls render the 
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blood supply less amenable to control by the surrounding muscle 
itself, a waning tissue, and the situation is often further complicated 
by the occurrence of vascular changes due to disease, local or general, 
in addition to the changes characteristic of and proper to the 
climacteric. Thus hemorrhage near the menopause, with or without 
obvious changes in the consistence of the uterus, may indicate either 
that the natural muscular atrophy is in advance of the natural 
arterial degeneration, or that pathological changes are present. 
Anomalies at the menopause are thus of interest alike to the clinician 
and to the pathologist. 

The life history of the ovary must also be kept in mind, for 
deviations from its normal course must be recognized as factors in 
etiology. Anomalies in the function of ovulation are the physical 
basis of many painful conditions which are generally called ovaritis 
or even peritonitis. It must, of course, not be forgotten that a 
genuine pelvic peritonitis, very mild in type, but capable of pro- 
ducing extensive adhesions, is often set up by the free escape of 
blood from a hyperemic ovary accompanying the rupture of a 
Graafian follicle. Pronounced varicosity of the veins which supply 
the reproductive organs is by no means rare, and this lesion is doubt- 
less the cause, in many cases, of pain which may be compared to that 
of varicocele in the male. Further, prolonged venous congestion 
probably can determine sclerosis of the ovary, which in turn causes 
pain during both regular and irregular periods of pelvic hyperemia, 
and interferes with the ripening, rupture and healing of the Graafian 
follicles. 

The changes which occur in connexion with pregnancy, parturi- 
tion and involution, are even more striking than those which accom- 
pany the onset, the recurrence and the cessation of ovulation and 
menstruation. The enormous and rapid hypertrophy of pregnancy, 
the intense activity of labour and the rapid atrophy of the puer- 
perium are processes whose mechanism may be thrown out of gear 
by very slight causes. The changes in any tissue involved may be 
either inadequate or excessive. Anomalies in the musculo-vascular 
relations frequently arise which are similar to, but more pronounced 
than those observed at puberty and the menopause, and which set up 
secondary changes not only in the reproductive organs, but in every 
pelvic organ and tissue. The results of such changes are far wider 
3 and more far-reaching than the usual paragraphs on “sub-involution” 
4 and “super-involution” would lead us to suppose. 

We have thus noted several variations from the normal life 
history of the reproductive organs which are primary factors in much 
pelvic disease, and which demand extended investigation. There 
are other factors which often disturb the nervous control and the 
vascular supply of these organs, and originate both symptoms and 
morbid tissue changes. Thus in many cases the symptoms date not 
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from puberty, parturition or the menopause, but from some period 
of general disease. A good example is afforded by anemia, which, 
though often marked by relative amenorrhea, is also frequently a 
cause of menorrhagia and metrorrhagia. The lesion which causes 
these symptoms is degeneration of the uterine muscle which, like 
degeneration of the cardiac muscle, occurs in many cases of anemia. 
It is also recognized that all causes of backward pressure can 
aggravate, and at times can originate pelvic congestion sufficiently 
pronounced to produce symptoms and tissue changes which can be 
recognized by clinical methods. 

In another group of cases the symptoms date from marriage, the 
commencement of sexual activity, apart from the occurrence of 
pregnancy, being enough in some predisposed persons to disturb the 
nervous control and the vascular supply of the uterine and ovarian 
tissue. In these cases it is doubtless seldom that actual physical 
changes are originated. More often, perhaps, pre-existent conditions 
are discovered soon after marriage, because the aggravation of 
symptoms due to married life first leads the patient to submit to 
examination. 

Yet another problem is the real relationship between retroversion 
and uterine disease. The question may be restated as follows. The 
uterus is held in its typical position of anteversion by the lateral 
masses of blood-vessels, lymphatics, and perivascular connective 
tissue, which are attached to the sides of the cervix and lie below the 
bases of the broad ligaments and above the lateral vaginal fornices. 
These masses pass downwards and forwards from the sides of the 
pelvis practically in the line of the anterior branch of the internal 
iliac artery, and when normal they keep the cervix up and back in a 
manner which makes permanent retroversion impossible. If, how- 
ever, the perivascular sheaths of the uterine vessels are relaxed and 
elongated, the cervix is abnormally free to move. The fundus may 
then tumble over into the pouch of Douglas, and is free to remain in 
a position of retroversion. In this position, the mass of tissue con- 
veying the uterine blood supply is twisted through an angle of about 
180°, and this twist is probably sufficient, in some persons, to check 
the venous return from the uterus without interfering with its 
arterial supply. While seldom able to produce, unaided, either 
symptoms or physical signs, the congestion thus produced by retro- 
version, appears able, when co-operating with other factors, to pro- 
duce softening and enlargement of the uterus followed by retroflexion, 
by various changes in the cervix, and ultimately by fibrosis. So 
many authorities now doubt the truth of the above view that the 
question must still be regarded as open and calling for investigation ; 
but this re-statement may perhaps prove to contain the remnant of 
solid truth which has survived the rest of the “ displacement theory,” 


and which still justifies the direct treatment of retroversion in 
certain cases. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, vn a special sense, typical examples of their class). 


I. 


Case of Tubo-Abdominal Gestation: Death of Foetus 


at Full Term: Removal of Foetus and Placenta 
Two Months Later. 


By Watrer Tate, M.D., F.R.C.P., 
Obstetric Physician to St. Thomas’s Hospital. 


E.F., a married woman, aged 37, was admitted to St. Thomas’s 
Hospital on 15th January, 1908. The patient had always been quite 
healthy. Menstruation began at the age of thirteen; it had been 
regular and the amount lost moderate. She was married at the age 
of 26, and the first confinement occurred in the following year. The 
labour was uneventful, and the puerperium free from any complica- 
tions. There was an interval of ten years between the first pregnancy 
and the next, and the history of the present case deals with the 
interesting course of symptoms which presented themselves during 
this second pregnancy, which proved to be of the extra-uterine 
variety. 

The last normal period began on the 21st February, 1907, and was 
quite normal in amount and duration. Six weeks after the cessation 
of the period, the patient had a sharp attack of pain in the lower part 
of the abdomen on the left side, followed by a slight brownish dis- 
charge from the vagina. The discharge continued daily without any 
further pain, and as the patient felt weak and “run down,” she con- 
sulted her medical attendant as to her condition. Pregnancy was 
diagnosed, and she was instructed to use a douche night and morning. 
On the 11th May, while the patient was in her bath, and after having 
had an enema, she was suddenly seized with intense pain, causing her 
to scream out. She was. ordered to bed, and hot fomentations were 
applied to the abdomen. Severe vomiting occurred the same night. 
The patient was extremely anxious to have a living child, and as it 
was feared that a miscarriage was threatening, she was kept in bed 
for the next two months. The severe pain persisted for the first few 
days, and then gradually subsided. The brownish vaginal discharge 
also became intermittent and gradually ceased. 

“ Quickening ” occurred at 4} months, and from this time until 
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the seventh month, the patient completely lost control of her bladder, 
and suffered from incontinence of urine. In other respects, however, 
she felt remarkably well during this period. At the beginning of 
the seventh month, severe shooting pains began and were noticed 
every few days, especially on foetal movement. The pain was ex- 
tremely severe, and often made her cry out. The fetal movements 
were also very marked, and much more noticeable to the patient than 
in her former pregnancy. The patient herself thought the pregnancy 
would end prematurely, but the pains persisted till the ninth month. 
She also remarked to her husband, that the parts of the child could 
be readily felt, and seemed to be just beneath the skin. The preg- 
nancy was expected to terminate between the 14th and 2lst of 
November 1907, and at this time there was very severe pain, but it 
did not seem to the patient like labour pains. A hypodermic in- 
jection of morphia was given, after which no further pain was felt. 
The patient was able to get up after being in bed for one day, but did 
not notice any more fetal movements. Three days later she noticed 
that her breasts were getting smaller, and soon after this her general 
health began to suffer. She rapidly lost flesh and became exceed- 
ingly weak. The case was thought to be either a retained dead foetus 
in utero, or an extra-uterine gestation. Three weeks before her ad- 
mission to the hospital, she began to have a very offensive vaginal 
discharge accompanied by the passage of clots with portions of mem- 
brane. The offensive character of the discharge only lasted for 
about a week, and by the time the patient was admitted to the 
hospital the vaginal discharge had practically ceased. 

On admission, the patient was observed to be thin and anemic, 
with sallow complexion. The abdomen was occupied by a well- 
defined tumour, the upper limit of which reached halfway between 
the umbilicus and the ensiform cartilage. It extended outwards 
more towards the left flank than towards the right. The fetal parts 
could be very distinctly felt, the head being situated below and to the 
right of the umbilicus, and the breech could be felt at the highest 
part of the tumour. There appeared to be very little amniotic fluid. 
The abdominal tumour was distinctly smaller than that usually seen 
in a normal pregnancy at full term. The breasts were quite flaccid. 
On vaginal examination the cervix showed very little softening, and 
was directed downwards and backwards. The uterus could be readily 
felt as a firm rounded tumour, as large as an orange, depressing the 
anterior fornix, and a little to the right of the middle line. The 
lower pole of the abdominal swelling formed a rounded mass slightly 
depressing the left lateral fornix. This portion of the tumour felt 
somewhat firm and elastic, and it seemed probable that it indicated 
the situation of the placenta. With these very distinctive physical 
signs the diagnosis was obvious, and as the foetus had been dead for 
two months it was decided to operate without further delay. 
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On the 20th January, 1908, the abdomen was opened by a six-inch 
incision in the usual manner. The gestation sac was at once exposed, 
consisting for the most part of a thin grey membrane, covering the 
foetus, the parts of which were readily observed through it. Over the 
upper part of the anterior surface, the omentum, which was a very 
thin structure, was adherent. In the lower part of the abdomen the 
sac was seen to be continuous with the expanded Fallopian tube and 
broad ligament. The uterus could be felt below and to the right of 
the gestation sac, and quite separate from it. The omentum was now 
separated off the sac, and it was then seen that many coils of intestine 
were adherent over the posterior portion, from which they were 
separated without much difficulty. The membranous sac was next 
torn through, and the fetus was exposed, together with about two 
ounces of blood-stained amniotic fluid. The fetus having been re- 
moved, attention was directed to the placenta, which formed a large 
swelling about the size of a cocoa-nut, situated in the lower part of 
the abdomen. On further examination the placenta was seen to 
consist of two parts, owing to the smaller upper end being bent for- 
wards on the larger lower part just described. Both these portions 
were covered by the smooth amnion, and at the angle between the 
two the umbilical cord was inserted. The separation of the placenta 
from its area of attachment was carefully proceeded with, and there 
was practically no hemorrhage during this part of the operation. 
Owing to the high position of the placenta, and the absence of any 
deep attachment in the pelvis, it would have been quite an easy 
matter to have controlled the hemorrhage, if any severe bleeding had 
occurred. After separating some adhesions round the posterior sur- 
face of the uterus, the right Fallopian tube was seen to be adherent, 
and occluded, so it was removed. The right ovary was normal. The 
left was not seen during the operation. After ligaturing as much as 
possible of the sac, together with the separated broad ligament and 
tube, the edges of the sac were stitched with catgut to the lower 
angle of the wound, and a gauze drain introduced. In this way the 
abdominal cavity was quite shut off, and the remainder of the ab- 
dominal wound was closed in layers. The condition of the patient at 
the end of the operation was quite satisfactory. 

The foetus removed was a male, weighing 41lb.50z. It was some- 
what macerated. The face was very much crushed, and the bones of 
the skull flattened, and loose. The placenta was remarkable for its 
size. It weighed 2 Ib. 93 0z., and was of ovoid shape. It measured 
7 inches long, 3} inches broad, and 5 inches in thickness. The 
placenta was bent on itself near the attachment of the umbilical cord, 
so that the two parts of foetal surface were in apposition. The 
amnion covered three-fourths of the total surface of the placenta, the 
maternal surface which was a little roughened forming only one- 
fourth of the whole surface. The umbilical cord was 15 inches long, 
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and was twisted on itself. The uterine end of the left tube was 
slightly dilated, and a probe could be passed along for about one 
inch; beyond this the tube became continuous with the sac formed 
by the expanded broad ligament and amnion, and could not be 
defined. 

The right Fallopian tube was 5 inches long. Its wall was some- 
what thickened, and the fimbriated end closed by adhesions. The 
subsequent progress of the case was quite uneventful. There was a 
very little discharge of blood-stained serum after the operation. The 
gauze drain was removed after forty-eight hours, and at the end of a 
week the wound had quite healed. The patient was allowed to get 
up on the 21st day after the operation, and left the hospital at the 
end of the fourth week. On vaginal examination previous to her 
discharge, the uterus was found to be normal in size and position, and 
there was only a small swelling the size of a walnut to the left of the 
uterus in the situation of the old gestation sac. 

The above case affords a further illustration of the anatomical 
relation usually observed in cases of extra-uterine gestation of the 
tubo-abdominal variety, namely that when the foetus ceases to be 
entirely contained within the expanded tube, and gradually becomes 
extruded towards the abdominal cavity, it is almost always contained 
within the amniotic sac. So far as one can judge from the history 
of the symptoms as described by the patient, it seems probable that 
this transition—as one may call it—from tubal to tubo-abdominal 
gestation commenced towards the latter part of the third month of 
pregnancy. 

The operation undertaken for the removal of the foetus and 
placenta was completed without any difficulty. Although the outer 
part of the broad ligament was somewhat expanded and formed part 
of the gestation sac, there were no deep attachments of the placenta 
in the pelvis, and its separation was accomplished with great ease. 
An interesting feature was the relatively small maternal surface of 
attachment compared with the fetal surface, the area of attachment 
representing only about one-fourth of the whole surface of the 
placenta. The large size of the placenta has already been drawn 
attention to. Whereas the fetus weighed only 4]b. 50z., the 
placenta weighed as much as 2 Ib. 93 oz. 
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11. 


Lithopedion, Retained 15 Years, Causing Acute 
Intestinal Obstruction. 


By J. W. Smitu, F.R.C.S., C.M., 


Hon. Assistant Surgeon, Manchester Royal Infirmary; Lecturer, 
Operative Surgery, University of Manchester. 


Mrs. E.B., et. 40, was admitted to the Manchester Royal Infirmary 
at 5p.m., on November Ist, 1907. She was accompanied by her 
medical attendant, Dr. Reginald Smith of Warrington, to whom I am 
indebted for the following notes of her history :— 

“Born August 1867; commenced menstruating at age of 12; 
was considered a robust girl and menstruated regularly. In 
February 1892 she was ‘a fortnight past her period ’ when she began, 
as her people thought, to menstruate, and was suddenly seized with 
severe pain in the abdomen and collapse. Her mother remembers 
well that this sudden onset occurred six weeks after her last normal 
period. My father, the late T. Starkey Smith, attended her. She 
was in bed for 13 weeks. No operation was performed. She was 
married in May 1892, when she was only just recovering from this 
acute illness, having a good deal of cedema of the legs. Her abdomen 
became enlarged, and pregnancy was suspected. My father examined 
her and told them he could feel something in the abdomen but that, 
if she were pregnant, the child was probably dead. She had amenor- 
rhea 2 or 3 months after marriage. The swelling of the abdomen 
gradually subsided. Since then menstruation has always been 
regular, and, though not strong, she has enjoyed fair health, her 
only illness being epidemic diarrhea in 1906. The present illness 
began with symptoms of intestinal obstruction about five days before 
her admission to hospital; she had bilious vomiting, which became 
feecal on the morning of November Ist, and her general condition 
grew much worse. The family history shows nothing worthy of 
note.” 

Condition on admission. She had the “acute abdominal facies.” 
Temperature normal. Pulse 130. Abdomen distended and tympanitic. 
On deep palpation an irregular mass could be made out in the lower 
part, covered by distended bowel, and was only to be felt by pushing 
the intestine aside. It rose nearly as high as the umbilicus and 
extended almost across the abdomen. Rounded nodular bosses could 
be felt on the right and left (the left one proved to be the dorsal 
prominence of the fetus, the other its right forearm). The mass 
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appeared to descend into the pelvis and was firmly fixed. It was so 
hard that I remarked to the students present that I supposed we must 
be dealing with a large calcified uterine fibroid, but that it felt hard 
enough to be a bony tumour springing from the sacral promontory. 
No vaginal examination was made, as she had been placed on the 
operating table when I first saw her—the general condition being so 
urgent. 


Operation—6.30 p.m. On opening the abdomen by a median in- 
cision many distended, congested coils of intestines presented. By 
holding these aside with guards the bony boss at the dorsal flexure of 
the foetus was brought into view on the patient’s left. The intestine 
and omentum were everywhere adherent to the bony fetus, but the 
adhesions could be peeled off with a swab, and did not bleed materi- 
ally. Gradually the whole of the lower half of the foetus was cleared. 
Tags of omentum were tightly wrapped round the two limbs (right 
arm and left leg), which protruded with an interspace from the body 
mass. These had to be disentangled. All this was done to try and 
discover the constricted piece of bowel, but the whole of the small 
intestine appeared to be distended, and it became evident that it 
would be necessary to remove the fetus entirely to remedy the 
obstruction. The foetal head and neck descended into the left side 
of the pelvis and were most firmly fixed. The head apparently passed 
out of the peritoneal cavity into the left broad ligament. It was 
embedded in thick fibrous tissue, to which it was very adherent. 
This tissue was peeled off, and the foetus removed. The constriction 
in the intestine was then found to be in the ileum, 2 inches from the 
ileo-ceecal valve, a portion of which, 3inch wide, had been tightly 
compressed, apparently by the right lower limb of the fetus. The 
constricted gut, though considerably damaged, appeared to be 
viable. The blood in the peritoneum and pelvis was now wiped out 
when a rounded hard mass was discovered on the right side of the 
pelvis. This was the calcified placenta, embedded in a capsule of 
fibrous tissue, and was quickly enucleated. 


As the cellular tissue of the pelvis had been widely opened up 
on both sides, a vaginal drain was deemed necessary. A long beaked 
forceps was pushed through the posterior vaginal wall from below, 
and a large-sized tube pulled through Douglas’s pouch from the 
abdominal incision. The wound in the abdominal wall was then 
sutured with silkworm gut. 


The operation lasted 35 minutes, and the patient’s condition at its 
close was fairly satisfactory. She recovered from the anesthetic 
and remained very much in statu quo for some hours. Saline in- 
jections per rectum were given and strychnine hypodermically. At 
10.30 p.m. she was lifted up into a half-sitting position. Shortly 
afterwards a copious evacuation of the bowels occurred, suddenly 
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deluging the bed with liquid feces. She collapsed immediately, 
became pulseless, and died in a few minutes. 

The lithopedion (see plate) is of the shape of an inverted L. owing 
to a rectangular flexure of the fetus in the dorsal region. Length 
11 inches; 6 inches from head to flexure; 5 inches below. Weight 
1lb. 50z. The whole is hard and calcified, but the dorsal flexure 
and the folds of the neck and abdomen are covered by irregular 
plates of what looks like a growth of new bony tissue, superimposed 
on the original fetus. These portions are whiter and more shiny 
than the remainder, with a surface as though covered by a thin layer 
of cartilage, indeed the dorsal hump has all the appearances of the 
cartilage covered surface of an epiphyseal exostosis. The head is the 
hardest and most like bone, whilst the two limbs (right upper and 
left lower) which stand out from the body mass are the least altered. 
In these the individual bones and digits can be distinguished, and 
slight movement of the knee joint is possible. 


Head—diameters: vertical 3}in.; antero-posterior 24in.; trans- 
verse 2}in. Posteriorly there is a prominent mesial crest, which 
divides at the vertex into lateral ridges bounding a triangular 
flattened frontal area. There are no signs of sutures or individual 
bones of the skull, and no indication of the face, orbit, or mouth; 
nor is there any differentiation of the head from the neck. 


Upper limbs. ight, becomes distinct from the body mass below 
the shoulder. Elbow fully flexed; wrist hyperflexed in the radial 
direction so that the digits are in contact with the thorax internal to 
the shoulder. Left, elbow projects from the side; forearm flexed and 
in contact with upper arm. The hand has vanished or become fused 


with the right foot, which is immediately adjacent and united to 
the neck. 


Lower limbs. Both are fully flexed at the hip joints. Right, 
extended obliquely across the trunk, the thigh crossing the front of 
the abdomen, and the leg the left side of the chest. Foot flexed 
forwards in the fold of the neck. The whole limb is flattened out on 
the trunk and fused with it. Left, the thigh is flexed forwards and 
inwards in front of the right knee, which it touches. The leg lies 
across the back of the opposite thigh, the ankle touching the right 
buttock. Ankle fully flexed on the leg, and the foot is again acutely 
flexed at the midtarsal joint. There is slight movement of the knee 
joint. 

Placenta. Weight 5ozs. Measures 3in.x2}in.x2in.; has the 
shape of a blunt rounded kidney, the outer (maternal) surface show- 
ing some trace of lobulation, the hilus being the foetal surface in- 
folded. Fibrous tissue adheres closely to the surface. The mass, 
though calcareous, is not very hard, and at more than one point there 
is a tendency to crumbling. 
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Lithopzdion and placenta, arranged to indicate their relative 
positions as found in the abdomen. Slightly larger than half size. 
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The explicit history obtained by Dr. R. Smith makes it evident 
that the foetus had, in this case, been retained in the abdomen for a 
period of 15} years. Impregnation occurred at the beginning of 
1892; the gestation was tubal and ruptured at the end of the sixth 
week. This was accompanied by intra-peritoneal hemorrhage, but, 
as the foetus survived the rupture, it is almost certain that the 
amniotic sac must have escaped damage. The fcetus, thus set free 
in the peritoneal cavity, continued to develop until the sixth or 
seventh month. Its death was not accompanied by any of the 
phenomena of false labour, and no decidual membrane appears to 
have been passed. The foetus became ultimately separated some dis- 
tance from the placenta, the head occupying the left side of the 
pelvis, the placenta the right. No trace of umbilical cord or mem- 
branes remained. The survival and calcification of the placenta 
appear to be of rare occurrence, as in many of the recorded cases of 
lithopedion no mention is made of traces of the placenta having 
been found. 

From its surgical aspect the case is one of great interest and 
rarity; indeed, I have not been able to find a previously recorded 
case of obstruction thus caused. That acute obstruction should 
occur after the foetus had lain so many years in the peritoneal cavity 
without causing previous trouble would appear unlikely; but it is 
well known that intraperitoneal conditions inviting strangulation or 
constriction of intestine may exist for long periods or from birth, and 
that ultimately obstruction may suddenly supervene, doubtless owing 
to some unusual movement of intestine, without other physical 
alteration of the abdominal contents. 

The fatal termination was disappointing, as after the operation 
there appeared to be no reason why the patient should not recover, 
but, where obstruction and abdominal distension have lasted for 
some days, sudden collapse after rapid evacuation of the intestine 
is not infrequent, and those who bave to deal with many of these 
cases will be familiar with this mode of death. 
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Ill. 


Symphysiotomy Performed Three Times on the 
Same Patient. 


By Rosert Jarprne, M.D., etc. 


Senior Physician to the Glasgow Maternity Hospital. 


First operation. 

M.G., unmarried, primipara, et. 20, was admitted to hospital on 
December 4th, 1901, in labour at full time. The head presented in 
the transverse diameter, but would not engage. The diagonal con- 
jugate was 3} inches. As the head did not overlap very much it was 
decided to perform symphysiotomy. 

The operation was done by the open method. The child was 
delivered with forceps, in the Walcher position, without much diffi- 
culty. It was a male, alive, and weighed 63 lbs. It is still alive. 
There was some tearing of the vagina in the vestibule into the 
symphysiotomy wound. The ends of the bones separated nearly 
3 inches. The bones were brought together, and three strong catgut 
sutures were put through the fibrous tissue in front. The wound was 
closed with silkworm-gut. A narrow strip of iodoform gauze was 
packed behind the joint through the small tear in the vestibule. 

The recovery was uneventful, except that the patient had an 
attack of bronchitis for a few days. The catheter had to be used for 
ten days, and after that there was incontinence of urine for a few 
days. 

When the patient was dismissed she could walk quite well, and 
there was firm fibrous union of the bones. 


Second operation. 


On October 31st, 1906, almost five years from the time of 
the first operation, the patient was re-admitted in labour at 
full time. Dr. Turner had seen her from the West-End Branch 
of the Hospital and sent her in. Since the first operation she had 
been married, and had had an abortion at the third month. The os 
was fully dilated, and the head lay in the transverse diameter of the 
brim. There was a good deal of overlapping. The diagonal con- 
jugate was not any longer than it had been the first time—in fact, it 
seemed to be a shade less, but that was due, no doubt, to the thicken- 
ing from the cicatricial tissue of the previous operation. The opera- 
tion was done in the same way. There was very much less bleeding 
than in any other case I have operated upon. The delivery with 
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forceps was not difficult. The end of the bones did not separate 
more than an inch and a half. The child, a female, weighed 7} lbs. 
and was alive. There was a tear from the vestibule into the wound. 
The wound was closed in the same way, and packing inserted. 
Catheterization was only required for one day. The packing was left 
off on the fourth day. 

The child’s breathing was oppressed, as if there was a good deal 
of mucus in its lungs, so it was put into the incubator with its head 
lower than its body. When feeding was commenced it did not seem 
to swallow properly. After it had taken a drachm or so of milk, 
regurgitation commenced through the nose, and the breathing became 
embarrassed. It looked as if there was a communication between the 
gullet and trachea. When it was put to the mother’s breast it sucked 
for a few times, and then the milk came down the nose. There was 
no vomiting. Dr. Downie kindly saw the child and examined its 
throat. The back of the pharynx was coated with clotted milk, but 
he could find nothing abnormal there. He passed a gum elastic 
catheter into the stomach, and some semi-digested milk at once 
welled up. Only about a drachm of milk could be got into the 
stomach through the tube, and every now and again the milk in the 
filler was forced upwards, as if thestomach were contracting strongly. 
No contraction could be felt through the abdominal wall. 

The child was fed very frequently in small quantities, but it 
died on the fifth day. A post mortem examination was made, and it 
was found that the intestinal tract was quite normal, and also the 
trachea. The pylorus was not thickened or obstructed. The stomach 
contained about loz. of partly-digested milk. The lungs did not 
show anything abnormal. We found nothing to explain the cause 
of the regurgitation of the milk. 


Third operation. 

The woman was admitted to the Hospital for the third time in 
labour on November 17th, 1907. She had reported herself during 
this pregnancy, and I had advised her to have Cesarean section done. 
She had agreed to this, but had failed to come in on the appointed 
day, a few days before the labour was due. On November 17th, 
Dr. Miller, the lady resident of the West-End branch of the Hospital 
was called to see the patient, and she found her having strong pains, 
with the os fully dilated. Dr. Miller at once brought her to the 
Hospital. I found the head lying transversely, and partly jammed 
into the pelvis. The uterine contractions were so powerful that I 
was afraid something would give way. The patient was in a very 
filthy condition, and there was no time to get the abdomen prepared 
for section. We tried the forceps with the patient in the Walcher 
position, but did not persevere. The head could have been dragged 
through, but the child would probably have died in the process. I 
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opened the symphysis again, and the child was delivered without 
difficulty. There was very little bleeding. Again there was a tew 
into the vagina. Packing was inserted and the wound closed as on 
the previous occasions. The packing was taken out next day and 
was not replaced. The catheter was only passed once. 

The recovery was uneventful except that the patient had-a cough 
for a few days, and there was a good deal of sweating at night. At 
the left apex there was slight dulness and faint crepitations, 
evidently due to tubercular disease. The temperature was never 
above 101°F. 

The wound healed by first intention. The cicatrix of the previous 
operations was very marked, and had almost a keloid appearance. 

I had advised the patient to undergo Cesarean section and 
sterilization, because she had become pregnant in a very short time 
after her last operation, and it looked as if she would require a 
symphysiotomy every year unless something were done to prevent 
conception. 

The child was alive and is now thriving, but for the first two or 
three days milk regurgitated through its nose, as had happened with 
the previous child. It was fed with two drachms of milk and water 
every hour for three days, and was then able to take the breast 
without difficulty. I was afraid it was going to follow in the foot- 
steps of its predecessor. 

In six weeks the patient was able to walk. The child was well. 
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IV. 


An Unusual Degree of Cystic Degeneration of the 
Cervix." 


By Mites H. M.B., B.S., F.R.C.S., 
Assistant Surgeon to the Jessop Hospital for Women, Sheffield. 


Mrs. A.S., 48 years of age, was admitted to the Jessop Hospital on 
September 24th, 1907, and gave the following history. Her only 
pregnancy had ended in an easy confinement 27 years ago; from 
this she made a good recovery. Eight years later she was treated 
for “ inflammation of the womb”; three or four similar but milder 
illnesses occurred in the following few years. For fifteen years she 
had had no pelvic trouble, excepting some leucorrheal discharge, 
which was only occasional and never profuse. Menstruation had 
always been regular (of the 28-day type, lasting 4 days without pain) 
until six months ago, when it ceased abruptly. For five months she 
had had occasional pain, never severe, in the right iliac and hypo- 
gastric regions, and the abdomen had appeared to be increasing in 
size. She had consulted a doctor two months ago, and then a vaginal 
examination was followed by slight hemorrhage, the first for four 
months; a month later a second examination was followed by free 
hemorrhage which lasted seven days. 

On admission she was a healthy-looking, well nourished woman. 
The abdominal wall was very fat; there was no tenderness and no 
tumour to be felt. The vulva and vagina were normal and there was 
no prolapse of the vaginal walls or cervix. The portio vaginalis was 
only } inch in length and normal to the touch. Bimanually the 
uterus, indistinctly felt through the thick abdominal wall, was judged 
to be small; it was in its normal position. The appendages could not 
be felt; there was no pelvic tumour nor tenderness. The examining 
finger was stained with blood which, per speculum, was seen to come 
from a small cluster of soft mucous polypi projecting from the 
external os. There was no “erosion,” and no Nabothian follicle. 

Operation. Under anesthesia, the cervix was dilated and its 
cavity curetted, several long, simple and compound, mucous polypi 
being removed. On digital examination a smooth, rounded, hard 
nodule, about the size of a cherry, could be felt projecting anteriorly 
into the canal at the level of the internal os; the rest of the surface 
was smooth. Intending to enucleate this supposed submucous fibroid, 
I made a short transverse incision in the anterior vaginal fornix, and 

* Specimen shown and described at a meeting of the North of England Obstetrical 
and Gynecological Society, Liverpool, February 1908. 
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exposed the supra-vaginal cervix which I divided in the mid-line for 
about ? inch. Guided by touch only, I incised the mucous membrane 
over the little tumour, with the result that the nodule immediately 
disappeared and yet no fibroid had escaped. There was slight 
hemorrhage but no other discharge was noticed. Uncertain of the 
nature of the swelling and fearing, from the post-climacteric onset of 
the symptoms, that it might be of a malignant nature, I judged it 
wise to remove the uterus. This was performed by the vaginal route, 
and was rendered somewhat difficult by the thickened right utero- 
sacral ligament and the unusual length of the cervix. Silk ligatures 
only were used, and the appendages, either seen or felt to be normal, 
were not removed. An excellent recovery was made, and when seen, 
four months later, the patient was in perfect health and quite free 
from the old pain. 

Pathological report. Macroscopical. The uterus, with a narrow 
rim of vagina, was placed in a formalin-saline solution, after the 
cervical canal had been lightly packed and the incision in the cervix 
sutured. After hardening it was divided in a sagittal plane, slightly 
to the left of the mid-line, in such a way that the two portions were 
left attached by a hinge of cervical tissue. (See plate.) The corpus 
is normal in appearance and size (length, 5 cm.; width, 5 cm.; thick- 
ness, 3°3.cm.) whereas the cervix is considerably increased in bulk 
(4x5x35em.). This is partly due to the persistent artificial dilata- 
tion of its canal, but chiefly to the presence of a number of cystic 
spaces in its walls. Those occupying the posterior wall have been 
laid open by the section. Each was filled with a colourless jelly-like 
material which has been removed, revealing rounded cavities whose 
walls are more or less flattened by mutual compression. Four of 
these are of considerable size—8 to 12 mm. in diameter, in the plane 
of section;—the uppermost one extends 13 mm. in the transverse 
plane. Their walls are smooth and on the deep aspect of the lower 
three cysts they consist simply of thin transparent septa, bounding 
other, laterally-placed, cysts. Two small cysts have been compressed 
to mere slits. The anterior wall presents, just below the internal os, 
the puckered wall of a collapsed cyst, obviously the remains of the 
“nodule” which was incised. No other cyst projects into the cavity. 
The presence of several other cysts is indicated by their semi- 
transparent superficial walls, which cause slight rounded eminences 
in the canal. One of these has been removed, from the left side, for 
microscopical examination. (See plate.) The lining of the cervical 
canal is smooth and shows no remains of the mucous polypi nor 
anything suggestive of a malignant growth. 

Microscopical. The cyst is lined by a single layer of epithelium, 
which varies from short columnar cells to cubical and even flattened 
cells with flattened nuclei. The columnar cells have all the appear- 
ances, except as regards their size, of the epithelium of normal cer- 
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Photograph (°/,,) of Mr. Phillips’ specimen of Cystic Cervix. Note 
the collapsed cyst on the anterior cervical wall, just below the 
internal os. 
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vical glands: the round, darkly-staining nucleus is at the base, the 
superficial part is more or less distended by unstained secretion, there 
are no cilia. In the only cyst examined the columnar cells are con- 
fined to the superficial, and the flattened to the deep wall of the cyst. 
The cysts are obviously only dilated cervical glands (Ovula Nabothi). 
The mucous membrane lining the canal is largely devoid of epithe- 
lium (a result of the curetting and plugging), but that which is 
present shows no evidence of malignant proliferation. A few normal 
cervical glands open on the surface; there is no increase in number of 
these glands, nothing suggestive of an adenomatous growth. The 

fibro-muscular wall shows an abnormal preponderance of fibrous over 
_ muscular tissue, and there are several clusters of fibro-blasts adjoin- 
ing areas of young-looking connective tissue fibres. There is no 
small cell infiltration; nothing, excepting engorgement of some of 
the capillaries, pointing to recent inflammatory changes. 

The condition is evidently one of fibrosis of the supra-vaginal 
cervix, leading presumably (there is no microscopical evidence of this 
in the sections) to closure of some of the ducts with consequent dis- 
tension of the glands. Whether the fibrosis in this case represents 
the last stage of a chronic cervicitis, of which there is but little 
clinical evidence, or is simply an atrophic process, is open to discus- 
sion. Certainly I have several times seen similar, though fewer and 
much smaller, cervical cysts in atrophic uteri removed in the post 
mortem room. 

Remarks. A diffused dilatation of the cervical glands is, I 
believe, unusual; generally such cysts occur in localized portions of 
lacerated cervices which form pedunculated growths (follicular 
hypertrophy of the cervix). Dr. Herman describes a specimen 
(Obstetrical Transactions, 1880) which consisted of a mass pendant 
from the anterior lip, and honey-combed by cysts varying in size 
from an ordinary marble downwards. 

As regards the treatment employed, hysterectomy may be thought 
to be a severe measure for so benign a condition; as we have seen, it 
was performed in view of the possible malignant nature of the 
disease. Had a correct diagnosis been made I might have been con- 
tent with removal of the wall of the collapsed cyst. Then, probably, 
the patient would not have been relieved of her pain for, I think, 
we must consider that the diseased cervix was its source. Supra- 
vaginal amputation of the cervix would, possibly, have obtained as 
good a result as the hysterectomy and at a somewhat smaller risk. 

I have to thank Dr. J. W. Martin for permission to publish this 


case; the patient was admitted to his wards but handed over to my 
care. 
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A Case of Gangrene of the Leg from Thrombosis 
During Pregnancy. 


By Rosert M.D., etc. 
Senior Physician to the Glasgow Maternity Hospital. 


Mrs. McQ., primigravida, et. 22, within a fortnight of full time, 
was sent to the Maternity Hospital, by Dr. Roxburgh of Troon, 
on June 11th, 1907. 

Patient’s History. The previous health has been excellent, as the 
patient cannot remember ever having had any serious illness. She 
has never had rheumatism, and has never suffered from breathless- 
ness or palpitation to indicate that there was any cardiac lesion. 
She was married about a year ago, and is now within a fortnight of 
the date on which she expects to be confined. Up to the last month 
her health had been excellent; then she began to suffer from cramps 
in her right leg and foot, alternating with sensations of numbness 
and tingling. These sensations were localized in the foot and lower 
two-thirds of the leg. Up to the date of admission there had never 
been any pain in the thigh. 

On June 5th, the sensations and discomfort of which she had 
hitherto taken very little notice were succeeded by severe pain in 
the toes and foot. The pain was agonizing, and came on in 
paroxysms lasting for some minutes at first, and later for somewhat 
longer periods. She was seen by Dr. Roxburgh and his assistant. 
She was kept in bed and given morphia hypodermically to ease the 
pain, and fomentations were applied to the leg. 

The patient was admitted to the Hospital six days after the 
severe pain began. An examination of the right foot and leg re- 
vealed that they were white, bloodless, and icy cold. Tactile sensa- 
tion was quite gone in the foot and for some 4 inches above the 
ankle. No pulsation could be felt in the posterior tibial or dorsalis 
pedis arteries, but it could be faintly felt in the popliteal artery and 
distinctly in the femoral artery in Scarpa’s triangle. 

The pulse was 98 per minute and the temperature 98°F. The 
heart sounds were slightly roughened in the aortic area, but other- 
wise pure. The lungs were normal. There was a slight trace of 
albumen in the urine. 

The limb was carefully cleansed and rendered as aseptic as 
possible, and then enveloped in iodoform gauze and two layers of 
Gamgee tissue. 

June 12th. The patient had several severe attacks of pain during 
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the night, and two hypodermic injections of } grain of morphia were 
given, but she obtained very little sleep. Several patches of purplish 
discolouration were beginning to show on the leg. A vaginal ex- 
amination revealed that the os would admit one finger. The head 
presented. The foetal heart was audible. 

June 13th. Early this morning labour commenced, and by 9 a.m. 
the os was fully dilated. As the patient was very weak delivery was 
effected by forceps. The child was hydrocephalic and did not survive 
more than a few minutes. The perineum was slightly torn and it 
was stitched. 

June 15th. Pulsation has now ceased in the femoral artery, and 
the whole of the thigh is cold to the touch. Discolouration has 
become apparent above the knee. 

June 16th. Pulsation is still absent in the femoral artery, but 
the thigh is quite warm, and the discolouration has not spread any 
further. Sensation is completely lost in the lower two-thirds of the 
leg, but above that, and in the thigh, it is perfect. A distinct systolic 
murmur can be heard at the base of the heart to-day. 

June 23rd. The patient has been fairly well. For a few days 
the temperature rose to about 100°F., and the lochia were slightly 
fetid. An intra-uterine douche was given, and the temperature 
soon came down to normal. The pulse rate has varied between 110 
and 120. On June 20th the dressing on the leg was changed. Large 
bullz have formed on the leg, and the part in contact with the bed is 
cedematous and beginning to break. The thigh is quite warm, and 
sensation is perfect above the head of the tibia. 

July 2nd. The patient has improved in strength during the last 
few days. The line of demarcation is showing just above the knee. 
To-day she was transferred to the Royal Infirmary to Mr. Hogarth 
Pringle’s wards. 

Mr. Pringle has kindly furnished me with notes of the case, while 
the patient was under his care. 

July 5th. The right lower limb was amputated just below the 
trochanter by the circular method, as this gave the best covering 
for the stump, and at the same time allowed the margin of the wound 
to be as little removed from the source of its vascular supply as 
possible. All the vessels in the face of the stump were thrombosed, 
and only the femoral artery and vein were tied. No tourniquet was 
used, but the abdominal aorta was compressed during the operation. 

On July 9th the patient complained of severe pain in the left foot 
and leg, and pulsation in the tibial arteries at the ankle could not be 
felt. The limb was covered with cotton wool, and on July 11th 
pulsation could not be felt in the femoral artery in Scarpa’s triangle. 
The pains in the leg were severe and the foot was cold. On July 
13th the femoral pulse could be recognized again. The wound was 
dressed, and it was seen that the flap was becoming gangrenous (dry) 
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here and there. The gangrene spread so far as to destroy the cover- 
ing of the stump, and the patient, who refused to have any further 
operation to remedy this, left the hospital on August 29th. The 
circulation in the left limb had recovered, and the foot become warm, 
but up to the time the patient left the hospital the pulse in the tibial 
arteries was not certainly recognized. 

I am quite at a loss to account for the thrombosis which occurred 
in this case. The cardiac condition could not have caused it, as the 
lesion was so slight that at times no murmur could be heard. The 
process of blocking seems to have been a gradual one of some weeks’ 
duration. The pain and discomfort only became very marked a few 
days before the patient was sent to the Maternity Hospital. By that 
time the tibial arteries were blocked, and there was only faint 
pulsation in the popliteal. Complete blocking of the femoral artery 
quickly followed. 

The amputation was done without the application of a tourniquet, 
and I am quite sure that the compression of the aorta might also 
have been dispensed with. Mr. Pringle dissected the artery out of 
the leg after removal as far down as the bifurcation into the tibials. 
It was completely filled with clot. 

The patient had a very narrow escape from losing her other leg 
from the same cause, but fortunately the circulation was re-established 
in time to prevent gangrene. It was unfortunate that she would not 
allow Mr. Pringle to make new flaps and get the end of the stump 
properly covered. 

I do not think that the hydrocephalic condition of the child had 
any bearing on the condition. 
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Low Implantation of Placenta with Tough Membranes, 
Causing Prolonged First Stage of Labour in 
Primipare. 


By Keparnatu Das, M.D., 
Teacher of Midwifery, Campbell Medical School, Calcutta. 


Case 1. A Bengalee female, et. 15, primipara, started in labour 
on the afternoon of 23rd November, 1907. On the morning of the 
24th midwife was called in, who examined her and found the os 
dilated to admit two fingers. The pains were strong. I saw her on 
the morning of the 25th, and was told by the midwife that labour had 
not progressed during the previous 24 hours. The pains were strong 
and coming on every few minutes. The patient had had practically 
no sleep during the night, and had an anxious look and a rapid pulse. 
She begged to be relieved. The os now could admit three fingers 
with difficulty. The head was low in the pelvis. The os was still 
soft and fairly dilatable, but had a tendency to edema. The mem- 
branes were tough and did not bulge through the os, but only became 
tense during a pain. There was very little forewater. I advised 
rupturing the membranes, which was done at about 8-30a.m. I was 
informed that the os dilated fully in about 3 hour’s time, and the 
woman was delivered at 1 p.m. 

Case 11. An Armenian lady, et. 22, primipara, began to have 
regular labour pains from 3 p.m. on the 18th December, 1907. When 
the midwife in attendance examined her at 6 p.m., she could just put 
the tip of her examining finger through the os. The pains, however, 
were very strong, and came on every few minutes. She was examined 
again at 11 p.m., when the os was “ one finger loose.” I was informed 
immediately afterwards and gave her 30 grs. of chloral in two doses 
without any benefit. The pains continued strong throughout the 
night, without giving the patient a moment’s rest. I saw her at 
7a.m. next morning, z.e., 16 hours after she started in labour. The 
patient had an anxious look with a pulse of 112. The pains were 
coming on every 3 or 4 minutes. On vaginal examination 
the head was found low down in the pelvis. The membranes 
were very thick. No forewaters. In fact, it was with difficulty 
that the presence of the membranes was detected. The os was 
two fingers dilated and still soft and dilatable, but the margins 
were rather thick. I decided to rupture the membranes, and 
as my finger-nail was of no avail, I used a sharp-pointed pair 
of scissors. By gently scratching over the fetal scalp, the mem- 
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branes were torn without a drop of liquor amnii coming out. This 
was done at 7-l5a.m. I promised to return by 9 p.m., and when I 
did so, I learnt that the baby was born at 8-10a.m. It took the os 
16 hours to dilate to two fingers’ breadth, and less than an hour for 
the remainder of the first stage plus the whole of the second stage. 
The results speak for themselves. On examining the secundines it 
was ascertained that the placenta had a low attachment. 

These are the typical clinical histories of a number of cases of 
similar nature which I have observed during the past few years. In 
all of them—primipare,—there was considerable delay in the first 
stage of labour. In the earlier cases I tried detachment of the mem- 
branes from the lower uterine segment, as I thought the delay to be 
due to adhesion of the membranes. This, however, had no effect 
until I ruptured the membranes, which were not doing their work. 
On a close examination of the secundines, the placenta was found to 
have a low insertion, and this condition was apparently the chief 
factor in causing the delay by not allowing the lower uterine segment 
to retract past the membranes, which were closely applied over the 
presenting head. When, therefore, the following conditions are 
found to be present, rupturing the membranes will expedite labour. 
(1) Primipara. (2) Prolonged first stage. (3) Presenting head low 
in the pelvis. (4) Os, soft, dilatable and generally thin. (5) Very 
little forewaters. (6) Membranes tough and not bulging through the 
os during a pain. 

Text-books on midwifery do not draw attention to this point. 
On the other hand, the teaching, that the membranes should be pre- 
served as long as possible, contributes towards further delay and more 
suffering. These are the cases where premature rupture of the mem- 
branes will help dilatation and expedite labour. 
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Fig. 1. Operation on the anterior wall. Fig. 2. Dissection completed. First stitches 
Vagina inverted. Flap marked out and _par- introduced. 
tially dissected. 


Fig. 3. Uterus has been pushed up. Com- — Fig. 4 Posterior wall. Partial dissection i 
pletion of stitching in anterior wall. flap. First stitches introduced. 
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TECHNICAL MEMORANDA, OPERATIVE 
AND OTHERWISE. 


(Under this heading will be published from time to time notes on 
points of practical interest in regard to methods of treatment, 
operative and therapeutic, and on the general management of 


Obstetrical and Gynecological cases in hospital and private 
practice.) 


Operation in Cases of Complete Prolapse. 
By A. Donatp, M.A., M.D., Manchester. 


Preliminary treatment. 

If the vaginal walls and cervix are ulcerated as the result of 
being exposed to friction, preparatory treatment is necessary. The 
prolapse is reduced, the patient is kept in bed, and frequent vaginal 
douching—with some weak antiseptic—is employed. 
Operation—preliminary. 

If there is reason to believe that there is endometritis or chronic 
metritis, the uterus is curetted. If the cervix is lacerated or hyper- 
trophied a plastic operation is performed—which generally takes the 


form of excision of a wedge from each lip, anterior and posterior, of 
the cervix. 


Anterior colporrhaphy. 

The anterior lip of the cervix is seized with vulsellum forceps, 
and the anterior vaginal wall put on the stretch. A triangular flap 
is then marked out—the apex being close to the cervix and the base 
on a level with the vaginal outlet—generally about } inch from the 
urethral orifice. The breadth of the base of the triangle varies with 
the volume of the prolapsed mass, but in a bad case measures from 
23 to 3 inches. The flap is then dissected off. If the right layer is 
reached the dissection is easy, in fact the separation may be largely 
accomplished by pulling on the flap and pushing with the index 
finger in the layer between vaginal mucous membrane and bladder. 
The whole flap is removed. Stitching with, interrupted catgut, is then 
begun from the apex of the triangle, which is the lowest point when 
the uterus is prolapsed and the vaginal walls inverted. The stitches 
go from mucous membrane to mucous membrane, and do not pick up 
any of the raw surface, unless for the purpose of underrunning a 
bleeding point. After the first few stitches have been introduced, 
the prolapse is reduced and the remainder of the operation performed 
with the parts in their normal position. Each stitch after it is tied 
is left long and used as a means of traction until another one has 
been introduced and tied, and then is cut short. 
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Posterior colporrhaphy. 

With the parts in their normal position a vulsellum forceps is 
introduced into the vagina, and the posterior wall seized as high up 
as possible, and in the middle line. If it is impossible to reach very 
high in this way, the highest advisable point may be reached by 
pulling on the first vulsellum and catching a point higher up with a 
second forceps—when the first one is removed,—even a third vul- 
sellum may have to be used in this way. Having got as high up as 
possible in the middle line, two Spencer Wells’ forceps are fixed to 
the vaginal mucous membrane, each a little lower than the vulsellum 
and a little outside the middle line. A small triangle is thus mapped 
out (when the forceps are pulled in different directions) high up on 
the posterior wall. The flap thus marked out is dissected off, be- 
ginning with the apex (the highest point), but the base of the triangular 
flap is not divided—a forceps is attached to the apex of the flap and 
is allowed to hang down,—the raw surface of the flap therefore faces 
the operator. The two sides of the incomplete triangle are brought 
together by interrupted catgut, just as in the case of the anterior 
colporrhaphy. When the stitching has been done as far as the sides 
of the triangle extend, the Spencer Wells’ forceps are removed and 
attached each to a point lower down on the vaginal wall and further 
out from the middle line. The two sides of the triangle are then 
continued by division of the mucous membrane from the points 
where they terminated to the forceps, and the flap is detached to 
the level of the forceps. The stitching is then proceeded with. A 
point of importance is always to use the last stitch as a tractor, and 
never to cut it short until another one has been put in and tied. As 
the dissection gets lower in the vaginal wall, the sides of the triangle 
naturally diverge. When the vaginal outlet is reached, the diver- 
gence is marked. As a rule each side incision terminates at a point 
midway between the vestibule and the fourchette. The greater the 
divergence of the sides of the triangle the more marked is the sub- 
sequent narrowing. The whole flap is removed in its entirety by 
dividing the base by an incision which runs round the posterior part 
of the vagina at its junction with the skin of the perineum. 

At the lower portion of the raw surface the stitches are inserted 
differently—some stage stitches are inserted—that is, some portions 
of the raw tissue are picked up and approximated from side to side 
and the ligature cut short so that is eventually buried when the 
edges of mucous membrane are brought together. The final stage is 
reached by putting some silkworm gut stitches in the skin of the 
perineum. 

I am much indebted to Dr. W. E. Fothergill for the accompany- 
ing diagrams. They were drawn during the performance of the 
operation. 
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Fig. 6. Completion of raw surface in posterior 


Fig. 5. Posterior wall. Further dissection , 
wall. 


of flap. The new vagina is shown above uncut 
stitch. 


Fig. 7. Buried sutures in posterior wall and 
perineum tied. Other sutures inserted. 
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Some Modern Maternity Hospitals, with Plans. 
II. 
Birmingham Maternity Hospital. 


By Smatiwoop Savage, M.A., M.B. (Oxon.), F.R.C.S., 
Physician for In-patients to the Hospital. 


Tuis Charity under the title of “ The Birmingham Lying-in Hospital 
and Dispensary for the diseases of Women and Children for 
Birmingham and the Midland Counties,” was founded in 1842. The 
premises in which the work was first carried on were at 21 Whittall 
Street, St. Mary’s Square. After nine months the hospital was 
established in Broad Street. 

The objects of the Institution were set out in the Laws and 
Report of the first Annual Meeting, and they comprised tke 
following : 

Ist. To supply proper medical and obstetric attendance upon 
poor married women at their confinements, either in their own homes 
or within the wards of the Hospital. In the report we find it stated : 
“The experience of the past year (1842-1843) has revealed a mass of 
evidence of the distress of multitudes of poor married women, who 
are destitute of the most ordinary and necessary attentions and 
comforts during confinement. The painful conviction is forced 
upon them that cases of permanent injury and suffering, and even of 
premature death, are not uncommon in the town, from causes which 
may be entirely removed by dispensing the benefits of the Charity.” 

2nd. To afford medical relief in the diseases incident to women 
and children. 

3rd. To give obstetric training to medical students, for we read 
in this same report: ‘‘ The larger sphere of usefulness is aimed at 
in the matter of the educational advantages which such an Institution 
as this might offer. It is essential that every moral, physical and 
intellectual qualification should be brought to bear on subjects so 
vitally important to the welfare of society, and that every possible 
facility for the proper training of practitioners in obstetric medicine 
should be afforded. The benefits of such institutions as these do not 
terminate with the poor. In the educational point of view they are 
invaluable to the community at large. They impart knowledge, 
experience and dexterity to the practitioners, and opportunities of 
observing the action of remedies and the progress of diseases which 
cannot be obtained in private practice.” ' 

In-pupils were admitted to attend labours under the supervision 
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of the Medical Officers, and the minimum period of attendance upon 
the obstetric practice in the Charity was three months. Lectures to 
pupils were delivered by the Medical Officers. A Museum of 


obstetric specimens was attached to the Hospital and was under the 
care of the Resident Surgeon. 


4th. Among the other objects we find the Committee stating in 
this report: “That the children of the poor generally may be 
vaccinated gratuitously, every Thursday morning, at eight o’clock, 
under the direction of the Medical Officers, and that the children of 
all patients of the Hospital shall be vaccinated at the Hospital within 
two months after their birth; and if this rule be not complied with 


the offending patient shall be ineligible to receive a second time the 
benefits of the institution.” 


It is not a little interesting in the present day to read of this 
attempt on the part of the Committee to bring the patients attending 
the Charity into line with their firm belief in the efficacy of vaccina- 
tion. This law was omitted in 1847. The Hospital was managed by 
a Quarterly Board, which met at the beginning of each quarter. This 
body consisted of Patrons, President, Vice-President, Treasurers, 
Secretaries, Trustees and twelve or more Governors, of whom five 
formed a quorum. The Medical Officers were ex-officio members of 
the Board. The Board met to audit and settle accounts and receive 
the reports of the Weekly Board, the Ladies’ Committee, the Ladies’ 
Association, and the reports of the Treasurer and Collector. The 
Weekly Board, consisting of not fewer than seven members of the 
Quarterly Board met each week; its duties were to superintend the 


general and domestic arrangements of the Hospital, and also to act 
as a Committee of Finance. 


At first there were two Honorary Medical Officers. Afterwards a 
Resident-Surgeon was appointed, in addition, to attend to outdoor 
midwifery and sick patients and to superintend pupils. In 1853 we 
find that three Medical Officers and three Resident-Surgeons were 
appointed and also a Resident Superintendent, whose duties were to 
take charge of the establishment, dispense the medicines required, 
and see that the Resident-Surgeons were regular and punctual in the 
performance of their duties; he was also to be an Accoucheur com- 
petent to attend a midwifery case in the absence of a Resident-Surgeon 
or an Honorary Medical Officer. The Honorary Medical Officers 
attended at the Hospital at first three days a week, and afterwards 
they attended daily and in rotation to prescribe for the out-door 
patients. They took charge of the in-door patients, and they visited 
the out-door patients at their own homes in their respective districts 
when requested to do so by the Resident-Surgeons, and at all other 
times at their own discretion. The Resident-Surgeons attended the 
out-door midwifery and such sick patients as required to be visited 
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at their own homes. They also took charge of the in-door patients in 
the absence of the Honorary Medical Officers. 

The boundaries of the Charity for the purposes of medical visita- 
tion were co-terminous with the boundaries of the Borough of 
Birmingham, but in-door patients attending the Hospital were 
eligible irrespective of their place of residence. Relief was given 
through the medium of subscribers’ tickets. 

In 1861 efforts were made to provide improved accommodation in 
this Lying-in Hospital, with the result that two wings were added 
containing four wards with thirteen beds in all. The cost was 
upwards of £1,400, and the addition was completed in 1863. The 
Broad Street Hospital was situate about half-a-mile from the centre 
of the town. The building, standing well back from the roadway, 
still remains, and has been used for some years as a Children’s 
Hospital. It consists of a central block with an imposing and well- 
proportioned brick front and two wings. The Hospital, as before 
mentioned, had room for thirteen patients in four wards, besides 
which there was accommodation for the resident staff of Surgeons 
and Nurses. During the existence of the Hospital (which lasted 
twenty-five years), 23,471 midwifery cases were attended and about 
5°6 per cent. of these, or 1,350, were in-patients. The mortality 
during this whole period cannot be computed as the statistics are 
incomplete. However, during the four years including the years 
1864 to 1867 there were 281 midwifery in-patients with one death. 


Periop FroM 1866 To THE CLOSING OF THE HOosPITAL ON 
JANUARY Ist, 1868. 


In 1866 important changes in the constitution and the administra- 
tion of the Charity were proposed, and these were carried into effect 
in 1868. It may be of interest to study some of the reasons which 
led the management of the Charity to make these alterations. It 
may be said that the current opinion of the day, which was founded 
on the statistics of Hospital mortality, condemned all in-patient 
treatment of midwifery cases an account of the large number of 
deaths from puerperal fever. Taking the average of ten years, the 
proportion of deaths in childbed from accidents connected with 
delivery and from puerperal fever throughout England and Wales 
was about 1 in 225 cases; in the practice of charities where women 
were attended at their own homes by officers from those institutions 
the mortality was rather less, but in Maternity Hospitals the 
mortality was terrible. Statistics based on the experience of Lying- 
in Hospitals in this country, in Scotland, in Ireland, and on the 
Continent showed that the deaths varied from 1 in 70 to as many as 
1 in 25. The principle therefore was established that the aggrega- 
tion of maternity patients in an institution was wrong on account 
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of the liability to puerperal infection. It seems that from the time 
that the two wings of the Birmingham Lying-in Hospital had been 
added to the end of 1867—that is during a period of four years,—the 
| total number of patients received into the Hospital had been 421, 
281 being midwifery and 140 sick cases. Of these, one midwifery 
and four sick patients died. The maternal mortality of the mid- 
wifery cases was thus 1 in 281. The usual objections, therefore, of 
overcrowding and unnecessary mortality did not apply in this case; 
the building was satisfactory, the space allowed to each bed ample, 
the beds were not fully occupied, and the percentage of mortality, as 
we have already seen, was wonderfully low. Still, it was thought 
advisable to pursue the safer course of treatment by home attendance 
exclusively rather than incur the risk of an epidemic of puerperal 
fever. It was made out at the time that most of the cases admitted 
into the hospital were of the ordinary type and, from a medical point 
of view, might have been as well treated at home as in the hospital. 
The system, too, was expensive, the cost of every occupant of a bed 
being out of all proportion to that spent on the treatment of patients 
in their own homes. The London Maternity Charity stood out 
among all other institutions of the kind both for its low rate of 
maternal mortality and also for its economy in working. This 
London Charity carried out its work by the home attendance on the 
patients by midwives under the superintendence of Medical Officers. 
The Committee of the Birmingham Charity, after much con- 
sideration and discussion, considered that they could not do better 
than follow on the same lines, and they determined to adopt a 
similar plan of working. At the annual meeting of the Hospital, 
held in November 1867, resolutions were passed abolishing the 
in-patient department, restricting the operations of the Charity to 
midwifery cases alone, and adopting experimentally the employment 
of trained and certified midwives. It was resolved to change the 
name of the Charity to the “ Birmingham Lying-in Charity,” and 
to dispose of the Hospital building in Broad Street, the cost and 
possible danger of maintaining the Hospital as an In-patient Institu- 
tion for sick women being considered too great. It may here be 
mentioned that as a result of the Lying-in Hospital being closed to 
sick women a movement was shortly afterwards started to found a 
separate Hospital for Women in Birmingham, which since its initia- 
tion in 1871 has acquired an almost world-wide reputation for its 
record in abdominal surgery. 


Looking back on the events of these few years when the profession 
and the public began to realize the awful results which obtained in 
almost all in-door maternity hospitals, and when no means were 
known by which puerperal fever could be safely and surely stamped 
out, one cannot help admiring those who had the moral courage to 
act and act deliberately in order to stay the extension of this fright- 
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ful disease. One fact was quite clear and that was that while home 
service on maternity cases was attended by a small rate of mortality, 
the aggregation of cases, for in-door treatment, within the walls of 
a hospital became as often as not a veritable death trap. By the 
writings and investigations of Miss Florence Nightingale, Dr. Farr, 
and Sir James Simpson, and before them of Semmelweis and Oliver 
Wendell Holmes, some part of the whole truth about the com- 
municability of puerperal fever began to be known, and the only way 
of staying the spread of the disease appeared to be to close the 
hospitals. This, at least, is what was done in Birmingham. 


PERIoD FROM 1868 To 1907 INCLUSIVE, DURING WHICH THE WORK WAS 
CARRIED ON BY MIDWIVES AT THE HoMEs oF PATIENTS. 


As has just been mentioned a complete change came over the 
Institution at the beginning of 1868. The alterations now began to 
be carried into effect. The rules were remodelled in accordance with 
those in force at the London Maternity Charity. First one midwife 
was engaged in April 1868, then a second, and later there were four 
midwives at work in the four districts into which the town was for 
the purpose divided: The Honorary Medical Officers carried out the 
duties of District Surgeons, superintending the work of the midwives 
and visiting at the request of the latter all cases of difficulty or 
danger. The sick cases which had previously been attended by the 
Resident-Surgeons were transferred to the Birmingham General 
Dispensary. The premises of the Charity now consisted of a small 
room, at No. 7, Newhall Street, for the duties of the Secretary. 

There can be no question that the work carried out by the Charity 
on this altered basis was eminently satisfactory. In 1878 Dr. Farr 
makes special mention of the work of the Charity in the 39th Annual 
Report of the Registrar-General, and since that time the mortality 
rate has progressively lessened. Dr. Farr says: “ 4610 mothers died 
in childbed annually, in 5 years, 1872—76. . . . I must here notice 
two remarkable Institutions that will answer the question: What 
number of these lives have we every reason to believe would have 
been saved, had all been watched over by skilful midwives acting 
under skilful physicians? 

”1. The Royal Maternity Charity of London, founded in 1757. 
The deaths of Mothers to 9,019 delivered by this Charity in 3 years 
1875-6-7 were 21, being at the rate of 2°33 to 1,000 deliveries. 

“2. The Birmingham Lying-in Charity . . . 8,607 Mothers were 
delivered in 10 years at the rate of 2°32 deaths to 1,000 Mothers, or 
nearly as possible the same as the London Maternity Charity. 

“At the rate of mortality among the patients of these two 
charities the annual deaths by childbirth in England and Wales 

would have been 2,009. The actual deaths registered were 4,610, so 
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that 2,601 Mothers perish annually through want of such amount of 
care and skill as the midwives acting under the consulting physicians 
of the two charities of London and Birmingham bring to bear in 
their attendance.” 

The total number of cases attended by the Charity during the 
last 39 years—1868 to 1906 inclusive—under the system of home 
attendance by midwives has been 36,705, out of this number there 
have been 75 deaths of mothers, giving a maternal mortality of 2 per 
1,000, or one death in 489 deliveries. These figures refer to deaths 
occurring for the most part in the first ten days, and they include 
deaths due to puerperal sepsis and to accidents in labour. 


The statistics of the Charity for the last 20 years, divided into 
periods of 5 years, may be seen in the following table. 


Rate ver 1,000 DeELtvertes. 


Accidents 


Periods Total Cases Total Deaths Septic Deaths of Childbirth 
of five years attended per 1000 per 1000 per 1000 
1887—1891 ... 4245 ... — 
1892—1896 ... 4180 ... 18 .. — ... 18 
1897—1901_ ... 4200 ... 264 ... 045 ... 218 
1902—1906 ... 6181... 106 ... O27 ... O78 


It must be understood that these figures are the records of the 
cases attended in many of the years only up to the tenth day after 
delivery, and therefore in comparing them with others this fact 
must be taken into account. 


The district work has increased during the last few years to such 
an extent that at the present time seven midwives are employed in 
seven districts of the city. Last year, 1906, 1454 cases were attended. 
The district work is inspected by a Lady Superintendent, who is a 
Teacher Midwife recognized as such by the Central Midwives 
Board. 


In 1904, in place of the usual ticket system, a registration fee of 
28. 6d. was substituted. It was felt that a small charge encouraged 
thrift and a proper sense of individual responsibility, and at the 
same time could not be in any way regarded as a payment for 
services rendered, and further it could not be said to compete with 
the lowest fee asked for in the cheapest class of private practice. 


Care is taken through a Committee of Investigation that no abuse 
is made of it by patients availing themselves of the benefits of the 
Charity who could otherwise afford the services of a Doctor or 
Midwife. The charge is remitted in necessitous cases. The system 
has been in force for over three years and has worked well. 
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Tue EsTABLISHMENT OF THE BrrMINGHAM MATERNITY HospItat. 


The need for a Maternity Hospital in Birmingham where 
practical teaching might be given to medical students and 
midwifery nurses began to be felt about 1897. Sometime 
before this date it had been shown that puerperal fever had 
been stamped out of our Maternity Hospitals, and for many years 
now it has been proved that all Lying-in Charities which were served 
by midwives in out-door attendance, presented abundant evidence of 
their work being carried on with a decreasing mortality, yet from the 
returns of the Registrar-General the puerperal fever mortality 
throughout the whole country has continued as great as, if not 
slightly greater than, it was 20 years ago. Drs. Boxall, Culling- 
worth, Dakin, Williams and others, in papers on this subject, have 
pointed out that the puerperal fever mortality has not diminished 
during the last two decades, and that it accounts for upwards of 
40 per cent. of the total childbed mortality. They have also shown 
that the deaths due to accidents of childbirth have actually decreased 
during the same period. In the face of this, it must be openly 
admitted that the death-rate in private practice has not only not 
improved but has if anything become worse—and this in spite of the 
improvements which have taken place in the two departments of 
midwifery practice mentioned above. Carelessness and ignorance in 
the aseptic technique undoubtedly account for this lamentable loss 
of so many valuable lives, and all for the want of proper means 
of training. 

The local needs for the teaching and training of midwives in 
Birmingham are great. In the Medical Officer of Health’s Report 
for the year 1906, as many as 197 or 90 per cent. of the midwives 
practising in the city are mentioned as having had no training and . 
as possessing no certificate of having passed an examination. The 
figures of Dr. Robertson in this report, which are extracted from 
returns made by him to the Central Midwives Board, show at once 
the very large number of untrained midwives that are carrying on 
their practice in Birmingham, and how unfavourably our city 
compares with most of the other large centres. 


Number of Percentage of 

Midwives Untrained Midwives 
90 
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Dr. Robertson says :— 


“Of this number of 197 who reside in the city no less than 
57 are unable to read or write. Many of the midwives are old 
women who cannot continue in practice for many years longer. 
The supply of trained substitutes during the next five or ten years 
will have to be considerable. The number of midwives of varying 
ages is shown below : 


Number of Midwives 


Between 60 and 70 years... ... QT 
Between 50 and 60 years... ... ... 77 
Between 40 and 50 years... ... 44 


From these two tables it is only too obvious that a school for 
midwives is urgently needed to supply a new generation of young 
and intelligent midwives to fill up the ranks of those who must 
inevitably disappear, for the shortage will only too soon be felt.” 


After the passing of the Midwives Act of 1902 by which the 
Legislature, through the Central Midwives Board, requires that in 
future all midwives shall be qualified by proper training and 
examination, it became necessary that means should be found in 
Birmingham to comply with the regulations of this Board. As the 
law did not in any way arrange to make provision for the efficient 
teaching of pupil midwives, the onus of providing means that would 
satisfy these needs has fallen on the charitable public here as 
elsewhere. 

Since the closing of the Hospital in connexion with the Bir- 
mingham Charity in 1868 there have been no beds in Birmingham 
specially set apart for obstetric complications, and with the increasing 
population a few beds have for some time been felt to be much 
needed for the treatment of some of the more difficult cases of labour, 
treatment such as can only be obtained within a hospital and with 
special nursing. For these reasons an appeal was made to the public 
for money to build a Hospital in the centre of Birmingham. Through 
the untiring efforts of the Committee, especially of the lady members, 
this appeal met with a warm response, and the new Maternity 
Hospital is now an accomplished fact. 

A central site for the purpose was purchased in Loveday Street * 
in 1903, and an additional area adjoining was added in 1905 by the 
generous gift of a member of the Board. The foundation stone was 
laid on the 14th July, 1906, and now, sixteen months later, the 


* It is a curious coincidence that the site of the new Maternity Hospital is exactly 
opposite (across St. Mary’s Square) to the original premises of the Birmingham 
Lying-in Hospital, which was founded in 1842. 
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Hospital has been completed. The opening ceremony took place on 
the 20th November, 1907. 

The building, which is in the Georgian style, is well constructed. 
It is divided into three blocks connected by a central corridor. The 
first block, next Loveday Street, contains on the ground floor the 
Office, Board-room, Patients’ Waiting-room and a Doctor’s Consulting 
room with an examination-room adjoining. The central block 
contains the staircase, lift, dispensary, clinical laboratory, clothes 
storage-room, and a bath-room for incoming patients. The furthest 
block contains the Matron’s sitting-room, two bedrooms, and the 
Nurses’ sitting-room. 

The first floor of the three blocks contains a waiting ward for 
6 patients, having 1,433 cubic feet of air space for each patient, 
another ward with two beds for cases requiring special observation 
and treatment, a labour ward having 3,100 cubic feet of air space, a 
ward kitchen, a linen store, and a convalescent ward for 8 beds with 
1,672 cubic feet of air space for each. 

On the second floor there are labour and convalescent wards 
similar to those on the first floor, and also bed-rooms for the staff 
nurses and pupil midwives. 

There is an Isolation ward in the central block on the third floor, 
approached by a bridge from the main corridor. The stafi’s dining- 
room, the servants’ dining-room, the kitchen, and bed-rooms for 
servants are situated on the third floor, while in the basement there 
are the heating apparatus, the sterilizing-room and a fully equipped 
hand-power laundry. 

There are also provided a Mortuary Chapel and a post mortem 
room. The Hospital, therefore, has accommodation for 24 beds, 
exclusive of the two labour wards and the isolation ward, and this 
number of beds will suffice, it is thought, for the treatment of at 
least 300 cases a year. 

The building has been designed and carried out under the 
direction of the Architects, Messrs. Cossins, Peacock and Bewlay, of 
Birmingham. The total cost has been £16,250, including £2,850 for 
the land, £11,900 for the building and special fittings, and £1,500 
for the furniture and surgical equipment. 

The response made to the appeal for funds has been so good that 
the Hospital has been opened free from debt. The annual expendi- 
ture, however, will be much larger than formerly, so it will be 
necessary for the annual subscriptions, which this year amounted to 
about £420, to be increased to £1,200. 

A Medical Staff has been appointed to perform the duties of the 
Hospital, and it is composed of two In-patient Physicians and two 
Out-patient Physicians. The former are charged with the entire 
control of the treatment of the patients in the hospital. taking duty 
in turn, and they must attend any out-door cases to which they are 
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summoned by the District Medical Officers. In case of their being 
unable to attend, their duties devolve upon the Physicians for Out- 
patients then on duty. The Out-patient Physicians superintend the 
Midwives of the central districts of the city. 

The opening of the Hospital for the reception of patients will 
signalize the commencement of systematic clinical instruction in mid- 
wifery for medical students so as to form part of the medical curriculum 
in accordance with the new regulations of the General Medical 
Council. The University of Birmingham has already taken steps to 
arrange with the Maternity Hospital for the fitting in of the clinical 
instruction between the systematic course of lectures and the out-door 
attendance on the prescribed twenty cases of labour. The clinical 
instruction will necessitate regular daily attendance upon the in-door 
practice of the Maternity Hospital during one month, and the 
conduct of cases of labour under the personal supervision of a 
Medical Officer of the Institution. The out-door cases will continue 
to be attended in the Queen’s Hospital Maternity Charity as in the 
past, but women students will be able to carry out the whole of their 
practical midwifery in the Lying-in Charity under a new rule. 
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REVIEW OF CURRENT LITERATURE. 


Collargol (Credé). 


PRoscHANSKY, Charkow (Russky Wratsch, 1907, No. 30), concludes from an ex- 
tended series of experiments on warm-blooded animals that collargol in doses very 
much larger than medicinal ones (0°03 gm. per kilo of body weight) has a beneficial 
effect on the action of the heart, inasmuch as it increases the frequency and amplitude 
of the contractions. In similar doses its effect on the coronary circulation acts as a 
vaso-constrictor, indeed the direct action of a saturated 5 per cent. solution on the 
isolated heart occasionally caused a spasmodic contraction of the vessels and even 
arrest of the heart’s action: it is therefore desirable to administer spermin along with 
collargol in order to neutralize the spasmodic effect of the latter. Small, approxi- 
mately medicinal doses of collargol have hardly any effect on the action of the heart 
or the blood-pressure, and even considerably larger ones have not the slightest patho- 
logical effect on the system. As the administration of such considerable quantities of 
collargol (up to 0°03 gm. per kilo of body-weight) is absolutely harmless, Proschansky 
most earnestly recommends the extensive use of this drug in various septic diseases, 
especially in combination with hydrochloric spermin; in such a combination the 
therapeutic doses of collargol may be considerably increased since its only unfavour- 
able effect, as a vasoconstrictor, is thereby neutralized. 


FLEIscHER (ibid, No. 37) reports two severe cases of septic pyemia in which 
streptococci in pure cultures were obtained from the pus of the abscesses as well as 
from the blood. All kinds of treatment, including specific serotherapy, proved vain; 
in the first case even the inunction of Crede’s silver ointment had no effect. The 
persistent action of collargol by daily clysters containing 0°05 gm. argenti colloidalii 
effected a complete cure in each case. 


The Effects of Hydrastis and its alkaloids on Blood Pressure. 

W. Warrrivce Wittiams (Journ. Amer. Med. Assoc., 1908, vol. 1, p. 26) says 
hydrastis is usually considered as having marked styptic properties due to local vaso- 
constriction. Clinically its administration is supposed to result in a rise of blood 
pressure. An extended series of experiments made on dogs does not bear out this 
idea. The most constant and conspicuous effect of the intravenous injection of 
hydrastis is a prompt fall of blood pressure. With small doses, the pressure promptly 
returns to normal, and may even rise slightly above normal; with larger doses, the 
recovery is only partial, or the blood pressure may remain low. These phenomena 
are attributable to depression of the cardiac muscle causing the fall, and to stimula- 
tion of the muscle causing the rise. Very large doses depress and paralyse the vagus 
and vasomotor system; otherwise there is no evidence to be deduced from the myo- 
cardial and oncometer tracings that the vasomoter system plays any important réle 
in the blood pressure changes. The two principal alkaloids of hydrastis, hydrastin 
and berberin, have qualitatively the same effect on the blood pressure, although 
berberin is the more active and is responsible for about 85 per cent. of the effect of 
hydrastis, hydrastin causing the remaining 15 per cent. Given by the mouth or 
hypodermically, hydrastis causes no change in the blood pressure, heart rate, or 
respiration. The results of the investigation do not support the clinical theories 
concerning hydrastis. It is possible that conditions in man and in disease may modify 
the action of the drug as observed experimentally, but this is improbable. 

C. Nepean Loncripce. 
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Light as a Disinfectant. 

Franz, Jena (Zentralb. f. Gyn., 1908, No. 1), recognizing the fact that light rays 
are injurious to bacteria, has been making experiments on the subject on rabbits 
with a Uviol lamp, a quicksilver vapour lamp which only gives out ultraviolet rays. 
He performed abdominal section on the animals, infected the peritoneum with 
staphylococci and streptococci, and then submitted the infected spots to the rays. 
From his researches, in which he employed control animals without the use of the 
rays, also, it appeared that the Uviol lamp did damage the bacteria in the tissues, and 
therefore that its disinfecting action in experimenting on animals is indubitable. 


Mosetig Batiste as a substitute for Rubber Cloth. 

Cuar.es P. Nose, Philadelphia (Vew York Med. Journ., 1907, Oct. 12), draws 
attention to the merits of Mosetig batiste as a substitute for rubber cloth. Billroth’s 
batiste was extensively employed to keep patients dry during operation, and the 
improved Mosetig batiste is largely employed for this purpose on the Continent 
to-day. It is especially useful in abdominal surgery : Korte, for instance, employs it 
in intestinal anastomosis to help in shutting off the peritoneal cavity from the incised 
bowels. It will withstand sterilization in the pressure sterilizers at least ten times, 
it is free from odour, and much more flexible than rubber cloth. Noble has had a 
quantity imported to employ it more particularly instead of the ordinary rubber 
apron. 


The Treatment of Colpitis with Yeast. 

Kenrer, Heidelberg (Miinchener m. Wchnschr., 1908, No. 5, S. 220), after a 
careful and comprehensive review of the literature bearing on the use of yeast in 
gynecology, and of the different preparations which have been more or less success- 
fully employed, formulates the results of his own experience of this matter of treat- 
ment now continuous for nearly seven years, as follows :— 

(1) The distrust recently manifested in many quarters in the vaginal use of yeast 
is without reason, and is due to the mistaken use of cervical suppositories of yeast 
in acute gonorrhea of the uterus. 

(2) Colpitis and inflammatory erosions may often be very much benefited by 
yeast treatment. The most brilliant successes are obtained, often in three or four 
days, in the acute gonorrheal forms. Some cases of chronic colpitis, however, are 
hardly if at all influenced by yeast, and in such if no improvement appears in four 
or five days, some other treatment should be tried. 

(3) Of the yeast preparations with bactericide effect, those are to be preferred 
which contain no living yeast cells, for the accidental effects of such cells cannot 
always be foreseen. Albert’s sterile constant yeast, known as Zymin, contains no 
living cells. 

(4) In acute processes the yeast should never be employed in the cervix, but in 
the vagina only. 

(5) The vaginal use of yeast in acute gonorrheal colpitis may be said to be a 
prophylactic against ascending gonorrhea. 

(6) When there is suppurating chronic endometritis the vaginal use of yeast must 
be supplemented by energetic intra-uterine treatment with appropriate irrigations and 
caustics, in order to prevent repeated reinfection of the vagina from the uterus. 


Cystocele. 

Cuartes P. Nose, Philadelphia (Journ. Amer. Assoc., 1907, pp. 1982-4), defines 
cystocele as a hernia of the bladder into or through the vaginal opening. It is almost 
invariably associated with rectocele and prolapse of the uterus due to injury of the 
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pelvic floor, and frequently with retrodisplacement also. To cure a cystocele, the 
anterior vaginal wall should be incised and the bladder detached from the anterior 
face of the uterus, and, laterally, from the vagina, sufficiently to allow it to rise to 
its normal position in the pelvis, the anterior vaginal wall must be resected, to get 
rid of excess of tissue, and then sutured to the anterior face of the cervix so that it 
may become attached and thus prevent the descent of the bladder. This principle 
was first introduced into practice in 1887 by Hadra of Texas, to whom Sanger, 
himself an important worker in this field, gave full credit for it. To ensure a per- 
manently good result, the operations proper for the cure of the associated lesions 
should be carried out at the same sitting. After some reference to recent methods of 
operation, Noble thus describes his own technic: After the uterus has been curetted 
and the cervix amputated if necessary, the cervix is drawn down by a volsellum 
forceps, and a similar forceps having been attached to the anterior vaginal wall near 
the internal orifice of the urethra, traction on the two puts the anterior vaginal wall 
on stretch. A strip of the wall between the points of attachment of the forceps is 
excised with scissors and the bladder exposed. The sides of the vaginal wound are 
held apart with forceps, and, either with the finger or gauze, the bladder is dissected 
from the anterior face of the cervix and uterus as high as the internal os or peritoneal 
reflection and detached laterally from the vagina until it is sufficiently free to ascend 
into its normal position. The redundant portion of the anterior vaginal wall is then 
excised, the portion removed being, as a rule, oval in shape, with the broader end 
toward the cervix. Care should be taken not to remove too much, as the tendency 
is to overdo the excision. The operation is completed by two rows of buried half- 
hitch sutures : the first, embracing the deeper layers of the vaginal wall and for the 
first inch of the incision catching up some of the bladder tissue, fixes the deeper 
layer of the vagina to the anterior face of the cervix; the second row, more super- 
ficial, finishes with a single tie at the anterior end of the incision. It is well to place 
two or more mattress sutures of chromicized catgut to take the strain off the con. 
tinuous row. Or interrupted sutures may be used, the first being inserted at the 
cervical end of the wound, and each suture including uterine tissue until a point is 
reached at, or above, the internal os, so as to insure the attachment of the vagina 
to the anterior face of the uterus and the permanent elevation of the bladder. The 
mode of suture is illustrated by 4 figures and the result of the operation by a 
diagram. 


The Pathogenesis of Leucorrhea. 

Nerer, Mannheim (Miinchener m. Wcehns., 1908, No. 2, S. 82), reports a case of 
fluor albus in a child of 3 years, which had persisted for more than a year in spite of 
medical treatment for the most part local. The means employed had at various times 
stopped the discharge for a week or a fortnight but never for longer, and the child 
was tormented by the soreness to which it gave rise. Though quite healthy in other 
respects the patient suffered from most obstinate chronic obstipation which, however, 
did not seem to have attracted much medical attention. By dietetic measures the 
obstipation was completely relieved in 14 days. The discharge disappeared and the 
tendency to intertrigo with it. For more than a year the child remained quite well 
except that on two occasions, owing to want of care in the mother’s observation, 
costiveness was allowed to recur and the leucorrhcea returned for one or two days, 
but was at once cured by an aperient. The case demonstrates a relation between the 
obstipation and the leucorrhcea as cause and effect, and is not without significance 
for the treatment of leucorrheea in adults. 


The Lateral Fixation of the Cervix Uteri. 
G. A. OvenpEN, in the TJ'ransactions of the Royal Academy of Medicine in 
Ireland (vol. xxv, 1907, p. 472) discusses the anatomical importance of the band of 
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connective tissue described by Mackenrodt as the ligamentum transversalis colli, and 
by Kocks as the ligamentum cardinalis, and also its action in maintaining the normal 
position of the uterus. As the result of her investigations she concludes that this 
band has as much right to the name of a ligament as the others which hold the 
uterus in position, and that it ought to be described as a separate entity lying 
between the layers of the broad ligament. J.S.F. 


The Etiology of Puerperal Retroflexion of the Uterus. 

OtsHAvsEN, Berlin (Zentralb. f. Gyndkol., 1908, No. 1), draws attention to the 
fact, too little recognized, that puerperal retroflexion of the uterus is almost invari- 
ably a sequel of a first confinement, and hardly ever of a later one. The reason of 
this he considers to be the thinning out of the cervical walls due to the descent of 
the head into the cavity of the pelvis during the latter weeks of the first pregnancy, 
This thinning of the cervix would just as well lead to anteflexion were not this 
prevented by the constantly recurring distension of the bladder. 


Inversion of the Uterus due to Myoma. 

Fratav, Nurnberg (Miinchener m. Wehnschr., 1908, No. 4, S 201), reports two 
instances of inversion due to myoma :— 

(1) A nulliparous field-worker, slight but not weak in appearance, with moderate 
chlorosis, had been married for a year, when, while carrying a heavy load, she felt 
a sudden pain in her abdomen with a sensation of laceration, profuse hemorrhage 
occurred, and she had felt ill ever since. She stated that her menses had previously 
been profuse. On examination the narrow vagina was filled by a hard, bleeding 
tumour, of remarkably cylindrical form. More exact examination was impracticable 
on account of its painfulness. It was however clear that there was a submucous 
myoma and inversion was suspected, and this was confirmed on operation. The 
myoma was inserted broadly in the fundus, and in spite of all caution in detaching 
it, the uterus, which had evidently suffered much in its nutrition owing to the 
inversion and was quite anemic in appearance, ruptured at its right corner. The 
laceration was stitched up at once, but after reinversion the hemorrhage could not be 
completely stopped and after some fruitless attempts to control it, laparotomy was 
performed, and the muscular tissue and peritoneum, were carefully stitched from 
above. The patient recovered. The occurrence of inversion in a nullipara, otherwise 
strongly built, was remarkable, as also the small size of the tumour—about that of 
a big thumb. 

(2) A peasant woman, 40 years old, from whom Flatau had, some pears previously, 
enucleated by the vagina, a myoma as large as a child’s head, was sent to his Klinik 
with a diagnosis of “ Tumour, myoma in the vagina.” The decrepid woman emitted 
a putrid smell, and her vagina was filled up by a soft bleeding tumour, blackish-grey 
in colour. A typical inversion funnel could be felt easily through the abdominal wall. 
The woman was feverish. The detachment of the broad insertion of the tumour was 
not effected without difficulty, and there was much bleeding which was only arrested 
after reinversion and firm plugging of the uterus. The tumour was quite as large as 
a woman’s head and, owing to the putrefaction, incision of the vaginal entrance 
had to be avoided, and the mass removed piecemeal after morcellation. 


Inversion of the Uterus probably due to polar attachment of the 
Placenta. 

Maupe (Lancet, 1908, vol. i, p. 98) discusses a case where complete inversion of 
the uterus followed a natural and fairly rapid labour. The patient was a young 
woman in her third confinement, and there was no straining effort or unusual position 
assumed by the mother during labour. The child presented by the vertex, and was 
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born rapidly at the last, and the placenta and inverted uterus came out together 
immediately after it. The placenta was of a large size, and was attached to the 
inverted fundus as if it had been placed by design in the mathematical axis. It was 
peeled off, and the uterus replaced without difficulty, and the patient made a good 
recovery. Maude calls attention to the support which this case gives to Hennig’s 


view that the active cause of spontaneous inversion is an absolutely polar attachment 
of the placenta. J.S.F. 


Shortening the round ligaments for backward displacements of 
the Uterus. 

J. W. Taytor (Birmingham Medical Review, January, 1908) admits that 20 years 
ago he did not always find it easy to discover the round ligaments, and that im- 
perfect asepsis and faulty technique led to sloughing and suppuration, and though 
the final results were often good, hernia sometimes followed. He was led to try 
vaginal and ventral fixation, and ventral suspension, and still occasionally practises 
ventral suspension during the child-bearing period, when it is necessary to open the 
abdomen for other reasons. But these methods are attended with some real danger 
of death, their results are not always permanent or trustworthy, ventral fixation is 
apt to be followed by persistent dragging pain and uneasiness, and by the formation 
of a false ligamentary or muscular sling long enough to allow of secondary retro- 
flexion or to interfere with intestinal peristalsis. Moreover, vaginal and ventral 
fixation have in many cases interfered seriously with the normal course of subsequent 
pregnancies, and even ventral suspension has been known to do so. Of 21 cases of 
Cesarean section necessitated by complications due to previous operations for retro- 
flexion (collected by Lynch in 1904) not one was owing to shortening of the round 
ligaments. After some eight years’ experience of other operations, Taylor therefore 
returned to the operation of shortening the round ligaments with some modifications 
in technique to obviate the objections he had formerly found to its use. He gives 
the details of his method of operating, illustrated by six figures, which should be 
studied in the original : the chief points in it are a short incision, the stress he lays 
on raising the entire contents of the inguinal canal with a pain of forceps (he does 
not use an aneurism needle), the careful drawing out of the ligaments, the closing of 
the upper angle of the pillars of the ring with the finest ophthalmic silk which is 
then used as a continuous suture passing through the pillar on one side, through the 
round ligament and through the pillar on the other side, but is interrupted after a 
few stitches to pass a stay suture of silkworm gut through the middle of one side 
of the incision, through the deeper fascia, aponeurosis and round ligament, and out 
through the aponeurosis deeper fascia and skin. The continuous suture is then re- 
sumed. The skin incision is closed by two additional silkworm gut sutures on either 
side of the stay suture, penetrating down to but not through the aponeurosis. 

Professor Taylor looks upon Alexander’s operation as a good test of aseptic work, 
and in nearly all his hospital cases since 1900 has obtained primary union. He gives 
an analysis of his 85 cases; there was no mortality; there was some slight suppuration 
in 15 or 16 cases operated upon in the patient’s own homes; the only untoward result 
due to the operation was one case of hernia, in an early period of his practice, not 
one of these 85 cases; with six exceptions, he has followed up the 85 cases, and in 
three only, in whom when last examined the uterus was in good position, had there 
‘been any indication of a relapse; most of the cases are of several years’ standing, one 
or two of eighteen years. . 

In regard to pregnancy there have been 19 pregnancies in 14 of the patients, 
without any difficulty. Miscarriage occurred early in two, and in a case of twins 
with hydramnios, labour was induced before the children were viable. Among the 
deliveries at term, one child died during birth, and another is said to have died from 


212 Journal of Obstetrics and Gynecology 


want of separation and attention, the mother having been delivered easily when no 
one was present. All these 14 women were absolutely or relatively sterile before the 
operation. In a newly-married woman the displacement and the hypertrophic en- 
largement of the cervix had prevented intercourse, but amputation of the cervix and 
the shortening of the round ligaments was shortly followed by a pregnancy with an 
easy and successful issue. 

The list of 85 cases collected in 20 years bears evidence of considerable operative 
restraint and care. Indeed, it is evident that the successful results are greatly due 
to extreme caution in the selection of cases exercised by an observer of great diagnostic 
ability. Professor Taylor holds that for the operation the condition should be one of 
uncomplicated backward displacement. Many cases of backward displacement cause 
no real symptoms and are best left alone; many others are due to subinvolution, and 
may be relieved by drugs and the use of a pessary. The 85 cases recorded have been 
chiefly complete displacements in single or early married life, without hope of 
pregnancy and with serious troubles, such as backache, dysmenorrhea, menorrhagia, 
and endometritic discharge. It is to be remembered that backward displacement may 
be secondary to intra-abdominal disease, which it may obscure, and which may make 
it impossible to draw out the round ligaments, or if not, may be much aggravated 
by their being shortened. 


Protrusion of the Uterus in a Nulliparous Woman. 

G. E. SHommaKker (Journ, Amer. Med. Assoc., 1907, vol. xlix, p. 2151), says cases 
of complete procidentia of the uterus are uncommon in nulliparous women. The 
condition when it occurs is usually associated with a congenitally straight vagina and 
a congenitally retroverted uterus. A single woman, aged 27, had been doing heavy 
work as a laundress, with the uterus entirely outside her body for three months. 
The condition was cured by an extended series of operations which embraced ventro- 
suspension of the uterus, anterior and posterior colporrhaphy, and amputation of 
the cervix. C. Nepean LoNGRIDGE. 


Operation for Prolapse and Incontinence of Urine. 

R. pve Marst, at the fourteenth Congress Sanitario Interprovinciale dell’ alta 
Italia, Parma, September 1907, described two operations of a similar nature: in the 
first, for prolapse, he passes a silk thread completely round the vagina, submucously, 
this is tightened to the extent of narrowing the passage till it merely permits 
escape of fluids; he claims to have cured several cases of prolapse in this way, as a 
firm scar is left when the thread is removed. Similarly, in cases of incontinence, he 
passes a thread round the urethra, narrowing the lumen to one or one and a half 
millimetres. E. H. L. 


Oxygen in Continuous Current in suppuration after Laparotomy. 
ZanFrocri (Arch. Ital. di Ginecol., 1907, Anno x, 1, 6), relates a case of strepto- 
coccic parametritis in which suppuration occurred after laparotomy. The pelvis was 
drained through the vagina and the abdominal wound. Oxygen was introduced 
through a fine catheter, and a continuous current was maintained at the rate of 
3 litres per hour. The case terminated successfully after thirteen hundred litres had 
been employed. E. H. L. 0. 


Technique of Abdominal Section. 

HeIpenHAIN, Worms (Zentralb, f. Gyndkol., 1908, No. 2), mentions that in a 
case of suppuration in an ovarian dermoid, after opening the abdomen, he stitched 
the tumour to the abdominal wall, and a few days afterwards opened the tumour 
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but did not extirpate it till 14 days later still, thus performing the operation in three 
stages. In another case of a purulent ovarian tumour, he proceeded as for an 
empyema of the gallbladder, emptied the tumour with the aspirator, plugged it all 
round, cut away part of it, and cleaned out and plugged the rest before enucleating 
and removing it. 

He advises that the great omentum should be arranged in its proper place before 
the abdominal wound is closed, for in two cases in his experience he found after laparo- 
tomy that the great omentum had slipped upwards, and that consequently adhesions 
had formed between the smail intestines and the wound cicatrix and parietal 
peritoneum. He considers it better to fasten the omentum to the parietal peritoneum 
of the hypogastric region with a few stitches. 


Early Uprising of Patients after Laparotomy. 

Harrtoc, Charlottenburg (Zentralb. f. Gyndkol., 1907, No. 52) again advocates 
getting patients up soon after laparotomy as being advantageous in various ways, 
especially as diminishing the danger of thromboses, and reports upon 150 patients in 
Landau’s Klinik who were got up a few days after abdominal section. It must be 
certain that there has been no infection, and therefore it is indispensable to wait for 


a day or two; plastic operations and those for hernia are not suitable for this 
treatment. 


Operations for Myomata. 

O. v. Frangut, Prague (Prager m. Wchnschr., 1907, No. 35), reports on 201 cases 
operated upon for myomata with a total mortality of 4°8 per cent., the proportion 
due to infection being 1°49 per cent. These infected cases occurred as 4°54 per cent. 
of 44 cases operated upon by the vagina, but only as 0°55 per cent. among 154 
abdominal operations, in which supravaginal amputation was the regular proceeding, 
total extirpation not being performed except on special indications. In cases which 
lost much blood, thromboses and embolism were marked features, and v. Franqué 
thinks that the more frequent use of spinal anesthesia will materially improve the 
prognosis in such cases, and indeed in all others. 


Vaginal Hysterectomy for Fibromata. 

Le Bec, Paris (Rev. Mensuelle de Gyn. d’Obstet. et de Pédriatrie, 1907, No. 11, 
p. 397), at the Saint Joseph Hospital, has performed vaginal hysterectomy for 
fibromata in 180 cases, and abdominal hysterectomy in 300. He holds that every 
fibroma that is diagnosed ought to be attacked before it has time to grow large, and 
that the most brilliant results are to be obtained by vaginal hysterectomy. As a 
general rule a fibroma to be treated in this way should not extend higher than half- 
way between the pubis and the umbilicus, but the beginner should confine himself 
to the tumours not larger than the fist. He has, however, himself operated by the 
vagina for a tumour weighing 2,600 grammes, three times for tumours of 2,200 to 
2,100 grammes, 8 times for ones of from 1,800 to 1,500 grammes, and for others 
varying from the size of a foetal head to that of a pair of fists. Among the 180 
cases 16 were fatal, but of the deaths he only admits 5 as directly due to the method 
of operation; 2 due to hemorrhage owing to removing the clamps too soon; 3 due to 
exhaustion from the traumatic shock of prolonged operations on cases of great 
difficulty unwisely selected—the other deaths were such ordinary cases of infection 
as occur after laparotomy. He discusses the difficulties that may be encountered, 
and points out that the abdomen must be disinfected as well as the vagina, as 
laparotomy may be necessary. He gives the technical details of his method of 
procedure—which is that of Pean, with some later improvements,—and regrets that 
this operation essentially French, developed and perfected in Paris, is now, though 
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practised on a large scale in America, almost abandoned in France, in spite of its 
pronounced advantages over abdominal hysterectomy. The article is far from con- 
servative in tone, there is much about morcellement, but nothing about preserving 
the uterus, and even those who agree with Bouilly’s dictum that “in a young woman 
a fibroma should be removed small, as soon as recognized,” may hold that no young 
woman should be deprived of her uterus if it can reasonably be preserved. 


Vaginal Operations for Myomata. 

O. Kaiser (Miinchener m. Wehnschr., 1908, No. 3, 8. 141), at the Dresden Society 
for Natural and Medical Science, stated that he had found it necessary to operate 
upon about one-third of the cases of myoma that came under his notice, and at the 
time could report upon an uninterrupted series of 58 cases of smooth recoveries. 
Of these cases 38 had been dealt with by the vagina, and 20 by laparotomy. Among 
the latter there was one myoma affecting a patient 64 years of age which, as micro- 
scopic examination proved, ultimately became carcinomatous; the patient, however, 
recovered. 

He exhibited two myomata of very large size which had been removed by the 
vagina; the first, which reached half-way up to the navel of a spinster aged 43, had 
been removed with the aid of a lateral incision of the vulva; the second, as large as 
a man’s head, from a woman of 53, was cut into without difficulty and removed 
piecemeal. 

He had seen many labours complicated by myomata. For the removal of such 
tumours he considered that special indications must be present: hemorrhage, or 
symptoms of compression, or malignant degeneration; the last always demands 
coeliotomy, which is also to be preferred for tumours of considerable size if, owing 
to previous peritonitis, adhesions may be expected. 


Fratav, Niirnberg (Miinchener m. Wcehnschr., 1908, No, 4, 8. 201) some four 
years ago removed piecemeal by the vagina a submucous myoma from a woman who, 
after a menostasis of barely three months, conceived and bore a dead child at term. 
A year and a half later she again became pregnant, and the midwife attending her 
in her labour sent for a doctor, as she suspected a breech presentation. The doctor, 
however, found that there was a myoma as large as a woman’s head lying at the 
mouth of the womb below the child’s head, and succeeded in pushing up the tumour 
and extracting a dead child with the forceps. Fever, with a stinking discharge, soon 
supervened, the tumour fell into the vagina, and the woman was sent into Flatau’s 
Klinik, and the myoma was then extirpated in the first week of the puerperium 
without difficulty, and the fever immediately subsided. The patient, however, had 
also a subserous myoma, as large as a child’s head, which would have to be removed 
later. The extreme fertility of this woman is remarkable; in spite of the enucleation 
of a very large growth and the inevitable destruction of mucosa at the time of 
operation, she afterwards became pregnant twice; moreover, in spite of the pregnancies 
a submucous and also a subserous myoma developed in her womb. 

Flatau pointed out that, evidently owing to the limitation of the size of the 
uterine cavity, the foetus showed, especially in its lower extremities, pathological 
changes similar to those we have learned to expect in the fruit of advanced extra- 
uterine pregnancies. 


Uterine Myomata calling for urgent Surgical interference. 

Brook (Lancet, 1907, vol. ii, p. 1596), records five cases of operation for uterine 
myomata presenting symptoms of some urgency. The first two are described as 
being cervical myomata, but on reference to the illustrations which accompany the 
paper they do not appear to be strictly cervical as they occupy the whole of the 
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posterior wall of the uterus. The first of these was a suppurating tumour in which 
a sinus led from the vagina into the centre of the growth; the patient had a foul 
vaginal discharge and irregular fever from absorption of toxic products from the 
breaking down cavity in the tumour. The writer terms the condition of the woman 
“septicemia,” but from the history it is evidently not what is meant by septicemia 
in the strict acceptance of the term. A total hysterectomy was done, the pelvis was 
douched with normal saline, the pelvic floor closed, and a glass drain put in through 
the abdominal incision, the patient making an afebrile recovery. 

The second case was one of intestinal and urethral obstruction caused by the im- 
paction of the tumour in the pelvis, and its chief interest lies in the mode of operation 
adopted owing to the patient’s friends objecting to the complete removal of the 
uterus. By means of considerable force exerted from below, the tumour was sufficiently 
elevated from the pelvis to give an inch clearance between it and the rectum; a 
lozenge-shaped piece of peritoneum was then removed from just behind the position 
of the fundus uteri and the tumour at this point fixed to the abdominal incision. 
This completely relieved the symptoms of impaction, and the patient has for five 
years led an active life. 

In the third case the symptoms were not of the urgent nature of those in the 

rst two, and were due to the incapacity caused by the presence of a large tumour 
which, after removal, was found to weigh 164 lbs. The fourth case was one of those 
interesting cases in which a small sessile subperitoneal myoma in the wall of a 
pregnant uterus gave rise to acute abdominal symptoms, simulating strangulated 
hernia. The tumour was enucleated without interference with the pregnancy and 
the woman went to term. Unfortunately no note is made as to whether the myoma 
had undergone any degenerative change. 

In the last case a large interstitial myoma obstructed delivery, and was 
enucleated through the dilated cervix. The child presented by the breech, and was 
extracted by bringing down a leg. The tumour weighed 6}lbs., and showed early 
necrobiotic change. The author discusses at some length the possible methods of 
dealing with this case. It is certainly the most interesting and instructive in the 
series, and, in view of the size of the tumour, the excellent result of the conservative 
treatment adopted is in itself a strong argument in favour of the procedure followed. 

J.S.F. 


Adenomyoma of the Uterus. 

T. S. Cutten (Journ. Amer. Med. Assoc., 1908, vol. 1, p. 107), says: In an 
examination of between 1,300 and 1,400 cases of myoma of the uterus, Cullen found 
73 adenomata, or over 5 per cent. The paper gives a long anatomical and clinical 
description of these cases, differing but little from ordinary cases of fibromyoma in 
these particulars. From the pathological aspect the paper is very interesting. In 
the first place the tumour begins by a diffuse myomatous thickening of the inner 
muscular walls, accompanied by a downgrowth of the normal mucosa into this diffuse 
growth. Portions of this adenomyoma may become subperitoneal or intraligamentary, 
and may form large cystic adenomyomata. Portions of the diffuse growth were also 
found to project into the uterine cavity and form submucous adenomyomata. The 
giandular elements in the tumours are practically normal uterine glands both in 
their histological and pathological peculiarities. 

Fifty uncomplicated cases of diffuse adenomyoma of the uterus, some very exten- 
sive, others in their early stages, were examined. In every one of these cases Cullen 
was able by persistent search through very large sections to trace the uterine mucosa 
into the myomatous tissue. In other words, in every case, islands of mucosa in the 
diffuse myomata originated from the mucosa lining the uterine cavity. These facts 
are opposed to the conclusions of von Recklinghausen that, in the vast majority of 
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cases, the glandular elements are derivatives of the Wolffian duct. From the physio- 
logical point of view, Cullen’s view meets with confirmation, for one would expect 
islands of uterine mucosa cut off from the parent uterine cavity to continue the 
physiological function associated with the uterine mucous membrane, and Cullen 
found that in nearly every case in which cyst spaces were present, the cavities were 
partly or completely filled with blood, and even in the small and undilated glands 
blood was frequently present, or the epithelial cells contained blood pigment, the 
remnant of old hemorrhages. C. Nepean Loncripce. 


Genital Tuberculosis. 


M. Martin, Greifswald-Berlin (Berliner klin. Wchnschr., 1908, No. 3) remarks 
upon the rarity of primary tuberculosis of the genitals and the difficulty of deter- 
mining its frequency. According to the researches of Jung nearly one-fourth of the 
persistent inflammations of the adnexa may be attributed to tuberculosis. This 
tuberculosis generally begins between the ages of ten and thirty, and when it is 
far advanced excludes the possibility of pregnancy. For its diagnosis Martin has 
employed injections of tuberculin, but finds it not altogether reliable. The prognosis 
is under any circumstances very serious. After discussing the operative treatment, 
Martin says that of the patients he has so dealt with, 57 per cent. were discharged 
cured, but 14 per cent. were noted as failures. He points out the importance of 
conservative procedure with the aim of preserving the menstrual function. 


The Treatment of Tuberculosis of the Peritoneum and Genital 
Organs. 

K. Batscu (Archiv f. Gyndkol., Bd. lxxxiv, p. 345) refers to Spencer Wells’ 
accidental discovery of the good results attending the operative treatment of tuber- 
culous peritonitis. He was performing a laparotomy on a lady supposed to be suffer- 
ing from ovarian tumour but found her condition to be due to tuberculous peritonitis. 
He closed up the wound, and 22 years later the patient was perfectly well. Baisch, 
however, points out that Koenig was the first to start systematic operating for tuber- 
culous peritonitis. The enthusiasm for this method of treatment received a severe 
shock in 1901 when Borchgrevink published statistics comparing cases treated 
medically, and by puncture of the ascites, with cases treated by laparotomy. By the 
first method 81 per cent. were cured; the second, only 63. Rose published 
a series of cases in which the results were exactly alike with each form of treatment. 
The statistics, however, have not as yet been really satisfactory, as none of the 
records extend beyond 2 years after the patients left the hospital. 

Baisch has collected 110 cases of tuberculosis of the peritoneum and genital organs 
occurring at the University Hospital at Tiibingen during the last ten years. Of 
these 110, 40 died within 4 years after treatment, but not one of the patients who was 
alive after 4 years has died since or has shown signs of relapse. Five-sixths of the 
fatal cases succumbed during the first year. 

Tuberculous peritonitis with ascites. Of this form there were 35 cases, the 
majority being between 15 and 25 years of age. Neither menstruation nor fertility 
were markedly affected before the disaster was recognized, but only one patient 
became pregnant after treatment, thus showing that tuberculous peritonitis almost 
invariably produces sterility. Only 4 patients were not treated surgically. Two of 
these died and 2 recovered. 

The ascites was drained either by laparotomy or by posterior colpotomy. One- 
third died, two-thirds were cured. All the 24 patients who recovered are still alive; 
15 of these over 4 years after operation. Among the fatal cases 4 were suffering 
from pulmonary tuberculosis. In 3 patients—who had a hectic’ temperature at the 
time of operation—the wound became invaded by tubercle, and cheesy degeneration 
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set in. One died from heart disease, one other was 6 months pregnant. The best 
results naturally attended operations on patients in whom the tuberculous peritonitis 
was uncomplicated. 

Many authors condemn laparotomy on account of the prolonged anaesthetic and 
the prolonged recumbent position which renders respiration and expectoration difficult, 
and also on account of the tendency to hernia and fecal fistula. To obviate these 
dangers, Condamine suggested draining the ascites through the posterior vaginal 
vault. This method was used 11 times among the recorded cases, but rises of 
temperature were more frequent than after laparotomy. 


Dry adhesive tuberculous peritonitis. In this type of cases the results were far 
less satisfactory. Menstruation was retarded in the young patients, and had stopped 
abnormally early in the older ones. Before the disease was recognized the fertility 
of the married patients was normal, but all were sterilized afterwards. Eleven of 
the 22 cases of this series died. Eleven were treated medically (8 deaths). Eleven 
were operated upon (3 deaths). Five of the patients who were cured have been 
watched for over 5 years. The operation in this class of case can only consist in an 
exploratory opening and closing of the abdomen, any attempt at separating adhesions 
being almost invariably followed by tears; sutures do not hold, so that fecal 
fistulae are inevitable. One remarkable case is worthy of recording : Laparotomy was 
performed on a patient who had been treated medically with bad results; the whole 
peritoneum was studded with tubercles, the size of peas, the intestines were glued 
together in a firm tangle, and the uterus and adnexa matted together to form one 
big, solid tumour. The abdomen was closed, and to-day, after 14 years, the patient 
is in blooming health, able to do her work, the abdomen is soft, there is no 
resistance or tenderness. 


Eight patients died among the 11 who were not operated upon; all these fatal 
cases were either very advanced or had inoperable pelvic exudations, or hectic fever, 
or severe lung complications. 


Tuberculous salpingitis and pyosalpinx. There are 45 cases of this kind, the 
majority of the patients being, like those in the other series, between 15—25 years 
of age. Menstruation was interfered with in one-half and was rather retarded 
throughout. Of thirteen cases not treated surgically, 8 died. Four were too ad- 
vanced for operation, and 4 were complicated with pulmonary tuberculosis. Five 
improved under the expectant treatment, but only one was really cured; the tumour - 
disappeared. 

Among the 382 patients treated surgically 9 died; 3 from peritonitis following 
injury to the rectum, 1 from bronchopneumonia, 5 died after having returned home, 
1 from pulmonary tuberculosis. In the 4 others only the appendages of the affected 
side had been removed. Thirteen cases were completely cured; in 6 cases new 
tumours have appeared. Only 3 of these had had the radical operation, and these 
three show so little definite, that the resistance may be due to slight exudation round 
the old stumps. Among the other 3 cases, in one the abdomen was opened and 
closed again, because the tumour was inoperable, in another, only the ascites was 
drained off for the same reason, and in the third, one tube only was removed. 

Baisch recommends the removal of both tubes whenever possible; he does not, 
however, think that removal of the healthy ovaries and the uterus, as recommended 
by Hegar, Veit and others, necessary. He thinks that the apparent superiority of 
surgical over medical treatment in tuberculosis of the peritoneum and genital organs 
is perhaps misleading, as not only is medical treatment, owing to its long duration, 
expensive, but suitable sanatoria, which are plentiful for cases of pulmonary tuber- 
culosis, are not available for this class of patients, and thus this form of therapeutics 
has not had a fair trial. H. T. Hicks. 
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Sarcoma of the Vagina in Childhood. 

H. Decx (1.D., Zurich 1907, Miinchener m. Wchnschr., 1908, No. 3, S. 187) bases 
his thesis on a case of sarcoma of the vagina, affecting a child only a year and a 
half old, and in addition to the 23 cases of malignant growths of the vagina collected 
by Steffen (Die malignen Geschwiilste im Kindesalter, 1905), gives the essential 
details of 16 other cases he has succeeded in finding in various publications. 


Bilateral Primary Papillary Cancer of the Ovaries. 

GRAVELINE (Journ. Sciences Méd. Lille, 1905, No. 6, p. 129) reports the following 
case: A housewife, aged 35, who had never had a child, or aborted, or suffered 
from menorrhagia, but whose menses, established at 16, had been scanty and 
followed by a watery discharge had, until the age of 20, been thin, but from that 
time had begun to get fat, and as her abdomen was becoming more and more 
distended, she consulted a doctor in April, 1907. She had diarrhoea at the time, and 
nothing was then done, but in October she was relieved by Professor Camelot of 
12 litres of ascitic fluid. She left the hospital a few days afterwards, but the ascites 
returned, her general condition deteriorated, she suffered from diarrhoea, and her urine 
was scanty, pale and decomposed but contained neither albumen or sugar. When 
re-admitted into Professor Duret’s wards her abdomen was distended and dull, 
except in the epigastrium, the area of dulness varying with her position, fluctuation 
was distinct. The neck of the womb was small and mobile, and in the right and 
posterior vaginal vaults, a hard nodulated mass would be felt as large as two fists. 
The diagnosis made was “papillary ovarian tumour.” Laparotomy, on November 15th, 
allowed about 10 litres of yellow fluid to escape; it was slightly thready, and 
contained plates of cholesterine. Two vegetating ovarian tumours were removed, and 
abdomino-vaginal drainage secured. The patient made a good recovery. 

The tumour on the left side consisted of two lobes about the size of a hen’s egg, 
united by a broad membranous pedicle. The lobe corresponding to the ovary was a 
friable cauliflower mass, greyish pink in colour—it was the ovary enveloped with 
exuberant vegetations arising from its periphery. To the naked eye there did not 
appear to be any neoplasia in the interior of the ovary. There was a corpus luteum 
the size of a large pea projecting from its surface. The vegetations continued in a 
fine layer over the pedicle. The second lobe was a cyst with thin walls, with solid 
fibrous areas on its surface representing old adhesions, and the remains of what 
seemed to be the tube. 

The adnexa on the right side were very similar. There was, in fact, a papillary 
vegetating tumour of the ovary, originating from the germinal epithelium. 

In this case there was no amenorrhea, nor was pain a prominent symptom; on 
the other hand the ascites was considerable and rapidly reproduced. The tumours of 
the two sides, unequally developed, seemed to be of different ages, as if there had 
been cancerous insemination from one ovary to the other, either by the ascitic fluid 
or by intestinal peristalsis. 


Carcinoma of the Ovary in a Child aged seven years. 

E. W. Parry (Zancet, 1907, vol. ii, p. 1,607) gives notes of the case of a child of 
seven, who was brought to Hospital by her mother for pain in, and rapid enlarge- 
ment of, the abdomen. On the day following admission, the patient had a severe 
attack of pain, such as she had had at home, with a rise of temperature to 102°4°. 
Laparotomy was performed a few days later, and a solid nodular tumour of the 
right ovary removed. There was some ascites. No mention is made of the state of 
the left ovary. The first microscopical report on the tumour was that it was an 
endothelioma, but further examination showed it to be of carcinomatous nature. 
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The girl recovered quickly from the operation, and for a time appeared to be very 


well, but within three months signs of recurrence in the abdomen had manifested 
themselves. J.S.F. 


Abscess of the Ovary. 

Pieri, Marseilles (Revue de Chirurgie, 1908, No. 2, p. 267), reports: A woman, 
from whose right side a fibrous tumour had been removed in 1900, was admitted into 
hospital with a tumour in her left iliac fossa, reaching up to her umbilicus. It 
could be felt in the left vaginal vault, and seemed to be part and parcel of the uterus, 
and was diagnosed as a uterine fibroma. Operation on May 19th, 1907, disclosed an 
enormous tumour, completely filling the small pelvis. On puncture it yielded 750 ccm. 
of odourless pus. The right adnexa were wanting. Pieri performed a subtotal 
hysterectomy and detached the sac from below upwards. The patient made a good 
recovery and left the hospital in June. 


The origin of the abscess is obscure; possibly it may have been suppuration of a 
cyst, but Pieri is inclined to think it a primary abscess, as the pain preceded the 
swelling. If so it was due to ovaritis and not to salpingo-ovaritis, and probably 
infected from the bowel. 


Pieri points out that the right adnexa had been removed in the former operation, 
and suggests that when a patient of a certain age does not express any desire for 
the preservation of the adnexa on one side, it is better to remove the adnexa of 
both sides with the uterus, to save the patient from a second operation. 


Ovarian Hzematoma. 


H. Wourr (Archiv Gyndkol., Bd. lxxxiv, p. 211) describes 8 cases of 
hematoma of the ovary, and gives an exhaustive survey of the literature on this 
subject. In 4 of his cases the hematoma was a complication of myoma of the 
uterus, in one it was associated with tuberculous peritonitis, and in 2 others with 
general pelvic peritonitis. In one instance the origin of the inflammation was doubt- 
ful, but was not connected with the genital organs; in the rest puerperal sepsis or 
some other genital infection appears to have caused the disease which possibly may 
have originated in the tubes. One patient ascribed her condition to overstraining, 
but an examination showed that the bilateral multiple hematomata in her case could 
not have been due to one solitary injury. 


Dysmenorrheal pains and disturbance of menstruation were symptoms common to 
all the patients ; the symptoms most complained of, however, were due to the primary 
disease, to myoma, tuberculous salpingitis, or otherwise, and on that account the 
hematemata were not diagnosed until at the time of operation 


Examination of the ovaries proved the formation of the hematomata to be a 
diffuse chronic process, accompanied by chronic retention of follicles and general 
hyperemia. The disturbance of the circulation would be felt first in the vascular 
tunica interna of the distended follicles, and would lead to rupture of the vessel 
walls and the formation of hematoma, soon to be recognized as a subepithelial 
red zone in the wall of the follicle. If the hemorrhage breaks through the mem- 
brana granulosa and penetrates to the interior of the follicle, the intrafollicular 
thrombus may press upon and flatten out the extrafollicular zone of the hematoma. 
The centre of the ovary will also be encroached upon, and this will lead to hemor- 
rhage into the stroma. Compression or occlusion of vessels, and more especially 
torsion of the pedicle, may produce acute hemorrhagic infarcts of the ovary. In 
one of the author’s cases the hemorrhagic infiltration was directly due to tying of a 
bridge of vessels. Skiagrams of 2 cases are appended. H. T. Hicks. 
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Bilateral Ovarian Dermoids associated with Pregnancy. 

Matcotm CaMpBeELL (Lancet, 1907, vol. ii, p. 1760), records the case of a multipara, 
who was admitted to hospital three months advanced in her third pregnancy for 
severe attacks of abdominal pain of six months’ duration. The pain was worse in the 
right iliac fossa, and for three months she had been aware of a swelling in this 
region. The uterus could be felt in the hypogastric region, and a tumour could be 
made out extending from the median to the anterior axillary line on the right side. 
The tumour was not sensitive, was not uniform in consistence, and could be moved 
freely. If pulled upon, a tense band could be felt running down into the pelvis. 
On vaginal examination a hard, irregular, non-sensitive body of about the size of a 
hen’s egg could be felt posteriorly through the left lateral fornix; this was evidently 
the displaced left ovary. The right ovary could be felt. When the abdomen was 
opened the tumour proved to be a dermoid of the right ovary, with a long pedicle. 
The left ovary was also found to be the seat of a dermoid cyst, and an attempt was 
made to conserve the ovary some ovarian tissue by resecting the ovary, but this 
was found impracticable, and the whole ovary was removed. The patient made a 
satisfactory recovery, and six months later was delivered of a living full-term child. 
That the pregnancy continued is of interest in view of Heil’s statement that abortion 
is most likely to occur in cases where the corpus luteum is removed before the fourth 
month of pregnancy. J.8.F. 


Ovarian Cyst undetected during Labour. 
Torsion of the Pedicle, Laparotomy, Recovery. 

Masin1, Marseilles (Revue de Chirurgie, 1908, No. 2, p. 267), reports: A servant 
girl, aged 22, was admitted into Hospital with the signs of intestinal occlusion, very 
violent pains, arrest of intestinal contents, facies hypogastrica, but no vomiting. She 
was found to have an abdominal tumour reaching up to the edge of the ribs. She 
attributed her condition to an accouchement in which the use of forceps had been 
required, and as the dystocia was said to have been due to an ovarian cyst, the 
diagnosis now made was torsion of the pedicle of an ovarian cyst. Operation con- 
firmed this diagnosis : the cyst, which contained three litres of sanguineous fluid, was 
twisted twice round on its pedicle. An important point in the case was that the 
abdomen had remained large after the birth of the child. 


On Non-infective Pathological Processes in the Female Pelvis 
(Pseudo-adnexitis). 

Dotiris and (Zentralb. Gyndkol., 1907, S. 1566), in a communication 
to the Society of Obstetrics, Gynecology and Pediatry, of Paris, pointed out that 
besides the usual form of septic adnexitis, one meets not infrequently with morbid 
affections of those organs not due to infection and with less acute symptoms. Simple 
catarrh of the tube, hydrosalpinx, hyperemia and sclerosis of the ovary, and ovarian 
blood-cysts and hematomata are among such affections. The causes of their 
occurrence are obscure, but displacement, nervous disturbances, and congenital 
syphilis kave been suggested. More extended processes may also take place without 
previous infection of any kind. The authors have endeavoured to verify these views 
by experiment, and in the first place by causing aseptic hemorrhage in the peritoneal 
cavity succeeded in inducing the formation of adhesions of the most various character, 
and in disturbing the function of the organs affected. Only in one out of seven 
experiments was the result negative. In further experiments, ligaturing the ab- 
dominal end of the tube led to the formation of hydrosalpinx, and a pair of liga- 
tures, the vessels have been carefully excluded, induced: an isolated hydrosalpinx 
between the ligatures. Tying the uterine end of the tube caused no pathological 
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change. They hold that under certain conditions of the female genitals these results 
may be accepted as applicable to women as well as to the animals experimented on. 
[This communication bears upon Dr. Fothergill’s paper in this number of the 
JOURNAL. ] 


Tubal Twin Pregnancy. 

Cuartes G. CHILp (Journ. Amer. Med. Assoc., 1907, vol. xlix, p. 2,134), says: 
A woman aged 35, the mother of 7 children, who had been last delivered of twins, 
5 years previously, and whose last regular menstrual period occurred in May, had, 
during the month of June, several slight hemorrhages from the uterus, and more or 
less continuous pelvic pain on the left side. Early in July severe pelvic pain, accom- 
panied by nausea and vomiting, suddenly developed, and from this time on her 
condition steadily deteriorated from bad to worse. When seen in consultation, she 
presented all the signs of ruptured tubal gestation, and was immediately operated on. 
The abdominal, as well as the pelvic cavity, contained much fluid and clotted blood; 
the left tube was ruptured in three places, a segment two inches in diameter lying 
free in the blood clot. Twin fcetuses lay outside the tube, one attached by its 
umbilical cord, the other free. The proximal end of the tube was bleeding pro- 
fusely, and the distal end was densely adherent to the ovary. These parts were 
removed, but the patient died soon afterwards. C. Nepean LoNnGRIDGE. 


On Hemorrhage from Vaginal Varices in Pregnancy. 

Grinesaum, Bamberg (Miinchener m. Wcehnschr., 1907, No. 52, S. 2501), draws 
attention to the great difference between the statements of various authors as to the 
occurrence of varices in pregnant women. According to Kehrer they are present in 
75 per cent. of all cases of advanced pregnancy either in the legs, vulva, or as 
hemorrhoids; v. Winckel’s estimate is 34 per cent., Budin’s about the same, while 
Carin puts it as low as 5 per cent. This great difference must depend upon the 
different views taken as to what is physiological and what pathological distension of 
the veins. Even in the second month one may see a bluish tinge in the vaginal 
mucosa and, later on, the dark violet appearance of the vagina, resembling the colour 
of the lees of wine, is one of the signs characteristic of gestation. Vaginal varices 
are well known as a pathological exaggeration of this condition, and apart from such 
troubles as sensations of weight and itching, or the occurrence of cedema, hemorrhage 
may occur, and may even be fatal owing to the bursting of a dilated vein or its 
rupture by accidental injury or coitus. Griinebaum reports a case of such hemorrhage 
from each of these causes: (1) The wife of an innkeeper, who expected her second 
confinement in four weeks, her husband being out and her guests departed, sent her 
maid to bed and remained to look round the guest room. She went upstairs to her 
own room on the second floor, and from there called to the maid to get up as she 
was bleeding to death. The girl was terrified, and without attending to her mistress 
in any way rushed to summon the husband, who was at a carnival ball, and he on 
reaching home found his wife apparently lifeless. He summoned Grinbaum, who, 
arriving about half-an-hour after the husband had been first called, found the woman 
on the floor in a pool of blood, lifeless and cold. As she evidently had been dead 
some time, Cesarean section was not attempted. The bleeding had come from the 
vagina, from a ruptured vaginal varix, as was proved by the autopsy next day. The 
uterus contained a foetus of the ninth month, the placenta was quite intact, at the 
fundus and to the right. All that could be learnt from the history was that the 
first pregnancy and labour were normal. Lately for 2 or 3 months the woman had 
had itching in her vagina, but had not consulted a doctor. She had evidently 
begun to bleed in the guest chamber, and had, still bleeding, found her way to her 
own room. It seemed, though it could not be proved, that the hemorrhage occurred 
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when she stood on the chair to turn out the gas. (2) The wife of a gardener, a 
woman 38 years of age in the last month of her eighth pregnancy, while unloading 
potatoes from a waggon, fell upon an upstanding timber of the waggon which 
ruptured a bunch of varicose veins at the entrance to her vagina. Griinebaum found 
her lying on the ground with all the signs of great loss of blood; the hemorrhage 
had ceased owing to the supervention of fainting. After her vagina had been 
plugged she was taken to the Lying-in Hospital, where she died about two days 
afterwards. (3) The third case fortunately was not fatal. Griinebaum was sum- 
moned to the wife of a shopkeeper in the seventh month of her third pregnancy, 
whom he found in bed, having lost from a quarter to half a litre of blood from the 
* vagina. The woman had instinctively tried to stop it by plugging with wool and a 
towel. On inspection it appeared that the hemorrhage had occurred from a small 
varicose vein at the entrance to the vagina, on the right side. The woman would 
give no reason for the bleeding. Plugging wtih iodoform gauze and fastening the 
legs together stopped the flow, and the next morning the husband confessed that on 
his return from a tavern he had tupped her from behind. The bleeding recurred 
when the tampon was removed, but was permanently controlled by transfixion and 
ligature, and with proper precautions the pregnancy continued to term, and after an 
easy labour the woman had a normal childbed. 

After quoting several recorded cases—some of hemorrhage endangering life— 
during labour, Griinebaum, under such circumstances, recommends immediate 
delivery. This may be accepted, as also the principle of the induction of premature 
labour in cases of varicose hemorrhage from the urogenital tract that cannot other- 
wise be arrested. Practically the induction of labour will seldom affect the case; the 
woman’s fate will be decided, one way or the other, before it can be effected. 

But practically, vaginal itching in pregnant women should always make one think 
of varices, and if on examination such be found, induce one to take precautionary 
measures. 


Renal Decapsulation for Puerperal Eclampsia. 

PatcowskI, Breslau (Zentralb. f. Gyndkol., 1908, No. 2), reports: A quartipara, 
28 years of age, was attacked 13 hours after delivery with most severe eclampsia ; 
she had acute nephritis, oliguria, bloody urine, an extreme degree of albuminuria, 
and uremic disturbance of the respiration centre. The capsules of both kidneys 
were removed 34 hours after her delivery, the convulsions then ceased at once and 
soon afterwards there was a rapidly increasing improvement in the nephritis; she 
woke out of her coma in six hours and a half and recovered. 


Osteomalacia and its causes. 

Costa (Miinchener m. Wehnschr., 1908, No. 4, S. 204) reported to the Gynzco- 
logical Institute at Genoa, two cases of osteomalacia cured by surgical measures, the 
first by removal of the adnexa on the 28th day of the puerperium, the second by 
Porro’s operation, the child’s life being preserved. But Costa, recognizing that in 
some cases of osteomalacia the disease seems entirely independent of the ovaries, 
inclines to the more recent hypothesis that there are various causes for osteomalacia. 
This is borne out by the occurrence of the disease in man. Moreover, Morpurgo has 
found a micro-organism which causes osteomalacia in white mice. How far toxic 


substances or alterations in the internal secretions may promote osteomalacic processes 
is still to be decided. 


Osteomalacia and Adrenalin. 
Rernuarpt, Teschen (Zentralb. ¢. Gyndkol., 1907, No. 52), reports a case of osteo- 
malacia in a non-pregnant woman, which was benefited by adrenalin. The patient, 
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a septipara aged 37, was given altogether 0°05 gramme of adrenalin in 45 injec- 
tions of from one to three syringefulls of a one per mille solution of adrenalin 
hydrochlorate in a sterile 9 per mille solution of chloride of sodium. No bad effects 
were seen, and the patient left the hospital very much improved. 


Labour without Loss of Blood. 

Gate, Hirschberg (Zentralb. f. Gyndkol., 1907, No. 47, S. 1475), reports: A 
secundipara, aged 38, in the first and second stages of delivery did not lose a drop 
of blood. The placenta was retained for four hours and a half; in spite of its relaxa- 
tion the uterus, under friction, contracted, but did not expel any fluid blood or clots, 
and it was only after the expression of the placenta that about one teaspoonful came 


away. According to Ahlfeld only 5 labours in 6,000 are unattended by any 
hemorrhage. 


Labour in cases of Contracted Pelvis and its treatment. 

OtsHavseEN, Berlin (Berliner klin. Wchnschr., 1908, No. 1), with the preface that 
it is only in the labour ward of a lying-in hospital that a man can become an expert 
obstetrician, discusses in the first place the diagnostic signs by which the various 
forms of contracted pelvis may be distinguished. For the course of labour, beside 
these deformities, and the character of the uterine contractions, the chief point to 
be considered is the form of the child’s head. Owing to the various possibilities in 
the engagement of the head and in the variations in the mechanism of labour, the 
birth of a child through a contracted pelvis is by no means a simple process. In 
regard to treatment, Olshausen refers to the improvement of the uterine contractions 
by quinine (5 grs. every one or two hours), the position of the parturient, the effect 
of warm baths, and then discusses the various methods of operative interference, 
among which the use of forceps more especially, is seldom allowable; indeed, it is 
only under certain circumstances which he discusses fully, that the use of the so-called 
high forceps is permissible. It is impossible to lay down clearly the indications for 
prophylactic version; more children are born alive head first than by the breech. 
Finally, Olshausen discusses the indications for perforation, cranioclasy and Czsarean 
section, and among the more recent methods, division of the bony pelvis, analysing 
its dangers and still unsettled technique. 


Curosak, Vienna (Miinchener m. Wcehnschr., 1908, No. 8, S. 128), in a preface 
to a monograph by Peham on Contracted Pelvis, deprecates the modern operations 
for widening the pelvis as unsatisfactory in their results. 


The increased room obtained by Symphyseotomy and Hebotomy. 

F. Kopp, I.D., Freiburg (Miinchener m. Wehnschr., 1908, No. 5, S. 252), on the 
basis of literary and experimental studies, made at the suggestion of Professor 
Krénig, comes to the following conclusions: The amount of room for the immediate 
labour gained by hebotomy is about the same as that by symphyseotomy. The 
possibility of spontaneous dilatation in subsequent labours is secured more frequently 
by symphyseotomy than by hebotomy. It is, however, not yet possible to decide 
whether in women, as a rule, after hebotomy, this possibility is the same, or whether 
bony consolidation excludes the possibility of spontaneous enlargement, though 
experiment makes it probable that after hebotomy, the pelvis acquires a capability of 
enlargement in later labours, in the same way as it does after symphyseotomy, for, 
after uninterrupted healing, there was no ossification of the division in the bone 
by hebotomy, six weeks after the operation. 
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Placenta Previa. 

R. Freunp (Deutsche m. Wehnschr., 1908, No. 4), states that during the last 
four years at the Halle Klinik and Poliklinik, there have been 69 cases of placenta 
previa, the primary maternal mortality being 10°1 per cent., while of the children 
53°5 per cent. were born alive, and 49°3 survived till discharged. The method of 
treatment preferred is metreurysis (with Champoniére’s bag) followed by version 
when necessary, Anterior hysterotomy is an operation in Freund’s opinion only to be 
performed in a hospital, and chiefly for prophylaxis. 


The Triple Segments of the Uterus, especially in regard to the 
Lower Segment or Isthmus, and Placenta Previa. 

L. Ascnorr, Freiburg (Miinchener medizinische Wochenschrift, 1907, No. 50, 
8. 2501), at the Upper Rhine Medical Congress at Freiburg, July 4th, 1907, insisted 
on the great importance of recognizing three different segments in the uterus (Sappey), 
not only in regard to the physiological changes occurring in them during preg- 
nancy, but also in regard to pathological processes in the formation of the placenta; 
and, further, in solving the problem of the exact position of the inner os. He alluded 
to his previously published definitions of the cavum uteri as the segment between the 
fundus and the orificium internum anatomicum, of the isthmus as extending from the 
latter to the orificium internum histologicum, and of the cavum cervicis below that down 
to the orificium externum. The independent attitude of the mucosa of the isthmus 
in tubal pregnancy, insisted upon by Ruge and Strassmann, had, he said, been 
again illustrated by a preparation described by W. H. Schultze (Archiv f. Gyndkol., 
Bd. lxxxi). The mucosa of the isthmus, in direct contrast to that of the cervix, 
shares in a most characteristic way in the decidual reaction, though in it the thickness 
of the decidual swelling is only one-third of that in the corpus uteri. On the other 
hand, in regard to its muscular tissue, the isthmus more closely resembles the cervix, 
since the isthmus in the course of pregnancy is by passive stretching more concerned 
in the enlargement of the ovisac, and is thus transformed into the lower uterine seg- 
ment. This peculiar intermediate attitude in the physiological transformation of the 
uterus in pregnancy, is the chief justification for defining its limits in the un- 
impregnated state. 

The relative thinness of the decidua developed in the isthmus also explains why, 
when the ovum becomes implanted comparatively low down so that the isthmus forms 
part of its seat, the implantation penetrates as deeply as to the musculosa, or 
even into its substance. The destructive effect of the implantation becomes even more 
marked when the seat of the ovum extends down into the cavum cervicis, in which, as 
von Franqué and others have shown, appearances similar to those in tubal pregnancy 
must occur, and the ovum root itself into the muscular tissue. Cases illustrating this 
have been published by Ahlfeld, by Kermauner, and by Aschoff himself. This 
attack upon the uterine walls becomes more and more destructive as the process of 
placentation involves more of the isthmus and cervical cavity. The anatomical 
relations correspond with the clinical observation of the adherence of deep placental 
formations, and also explain the occlusion of the narrow cervical canal analogous to 
that of the lumen of the tube in tubal pregnancy. 


Anatomically, in placenta previa simplex, according to Aschoff, not only the 
corpus uteri, but to a small extent the isthmus also, forms the seat of the placenta; 
in placenta previa isthmica not only the corpus but the greater part or the whole of 
the isthmus is involved. The former corresponds to the so-called deeply-seated 
placenta, the latter to the placenta previa marginalis. In the third, and most 
unusual form, placenta previa totalis, the wall of the cervix is included within the 
field of placentation. 
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Rupture of the Umbilical Cord during Labour. 

O. H. Forsexn (Archiv f. Gyndkol., Band lxxxiv, p. 198) states that among 
14,639 births at the University Lying-in Hospital at Stockholm, only 2 cases of 
rupture of the cord during labour are recorded. In the first case, the labour was 
precipitous, and when the head was born, 5 minutes after the rupture of the mem- 
branes, the cord was seen to be twisted round the neck. The body followed almost 
immediately, and the cord was torn off close to the umbilicus. Mother and child did 
well; there were no signs of syphilis, the cord was 56cm. in length, and macro- 
scopically normal. Unfortunately it was not kept for microscopical examination. 
In the second case the labour was also riotous, with a foot presenting. When the 
head was delivered the cord tore off 42cm. from the umbilicus. The foetal heart 
sounds were normal throughout. The placenta, with llcm. of the cord, was ex- 
pelled 10 minutes after the birth of the child. The cord seemed normal except for a 
length of 2cm. where Wharton’s sulcus showed considerable thinning. It was there 
that the rupture had taken place. Forsell has examined a great number of normal 
cords, and attributes the great power of resistance and elasticity of the normal cord 
to the rich development and distribution of elastic tissue in the walls of the vessels. 
The elastic fibres run a longitudinal, as well as a circular, course in the vessel wall, 
thus forming a network of considerable strength in the muscular coat. In the second 
of the cases described, this elastic tissue was almost entirely absent in the arterial 
walls and poorly developed in the veins, and at the seat of rupture there was no 
trace of elastic fibres. H. T. Hicks. 


Vaginal Czsarean Section. 

ZArRatB, Buenos Ayres (Zentralb. f. Gyndkol., 1907, No. 52) reports, as the first 
vaginal Cesarean section in South America, the case of a luetic woman 28 years of 
age, upon whom, at the end of pregnancy, tracheotomy had been performed on 
account of dyspnoea due to cicatricial stenosis of the larynx. She nevertheless be- 
came more collapsed, and when she was moribund Zarate performed vaginal 
Cesarean section and so saved her life and that of the child. 


Czsarean Section of the Dead. 

Mécticu, Wirzburg (Miinchener m. Wchnschr., 1908, No. 4, S. 202) reports the 
case of a quartipara aged 41, for whom a doctor was summoned from the Poliklinik 
on account of sudden and very profuse hemorrhage. The doctor found the woman 
very anemic, but the action of the heart was reassuring, and the case being one of 
placenta previa, combined version was attempted under anesthesia, but the patient 
expired during the operation. As the pulsation of the umbilical cord persisted, 
abdominal section was at once performed and an asphyctic but viable child extracted. 
Prolonged artificial respiration and massage of the heart was successful in reviving 
the child which five weeks later was perfectly well. 


Superinvolution of the Uterus. 

G. Cari (Archiv. Ital. di Ginecol. Anno x, 1, 6), discusses superinvolution of 
the uterus supervening after childbirth, and gives the opinions of Bossi of Genoa in 
whose clinic his observations have been made. Sepsis, hemorrhage, tuberculosis or 
any similar condition which weakens the patient, may lead to excessive involution. 
Bossi has drawn attention to excessive after-pains as a common cause of super- 
involution, and has also shown that the fatty degeneration of the uterus which 
begins in the end of pregnancy, i.e., before the puerperium, is specially marked in 
cases of prolonged gestation. Superinvolution is usually a temporary condition, but 
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may occasionally become permanent. The treatment should be directed to improving 
the general health and to local stimulation by passing the uterine sound with or 
without such irritants as carbolic acid, zinc or copper salts. E. H. L. O. 


Fatal Abortion, probably Self-induced. 

Tuomson (Lancet, 1907, vol. ii, p. 693) mentions an interesting case of death from 
septicemia following abortion in which an ordinary bone penholder, 4 ins, in length, 
was found projecting from the cervix and removed about 12 hours before the patient’s 
death. The necropsy showed no signs of peritonitis, and no injury to the uterus 
was discovered. On opening the uterus, the placenta was found attached to the 
posterior wall, and to have a punctured wound in its centre into which the end of the - 
penholder fitted. Thomson discusses the possibility of the patient herself having 
passed the penholder into the uterus, and remarks on the unusual circumstance of 
its being left in situ to act as a bougie. The object in such cases is usually to 
“draw blood” from the uterus, and very rarely is the instrument left in the uterus. 
J.S.F. 
Uniovular Triplets. 

GRANZNER (Gyndkologische Rundschau, 1907, No. 24), a multipara, aged 27, was 
delivered spontaneously of triplets, all female, the first being born by the breech, 
the second, three hours later, also by the breech, and the third, four hours later, 
still in an occipito-posterior position. They weighed respectively 2,110, 1,900 and 
2,000 grammes. The placenta and chorion were common, but there were three 
amniotic cavities. 

Only 14 instances of uniovular triplets have been published. In most cases the 
placenta and chorion have been common with separate amniotic cavities, and the 


mothers have been multiparous women and not young. E. Scorr CaRMICHAEL. 


New Method of Reviving the Apparently Dead Newborn. 

M. Ocata, Osaka (Hegars Beitrdge, 1907, Bd. xii, Ht. 1), for cases of slight 
asphyxia, practises slapping at regular intervals over the cardiac region, upon which 
hitherto pressure only was used. In mcre severe asphyxia, he employs swinging, 
holding the child with one hand by the legs, with the other behind the neck he bends 
the head forwards as far as the insteps and, in bad cases, removing the hand from 
the back of the neck, lets the body fall downwards again. 


Scuwas, Nurnberg (Zentralb. f. Gyndkol., 1908, No. 3), says that in Ogata’s 
method the nape of the child’s neck should be held in one hand, its ankles in the 
other, and its trunk bent over the lower part of its body, until the upper part presses 
against the feet, the trunk should then be brought back into the horizontal position, 
or the legs may be bent upward so as to compress the thorax. He recommends the 


method as less dangerous than that of Schultze, and has employed it successfully in 
two cases of most extreme asphyxia. 


Polymastia. 


Haytes (Zancet, 1907, vol. ii, p. 1760), gives notes of the case of a woman of 
32, in the fifth month of pregnancy, complaining of a swelling under each arm. She 
had always noticed a slight enlargement even as a girl, and in a previous pregnancy 
the swellings had gradually increased, and during lactation had became so large and 
painful as to interfere with the free use of her arms. In each axilla was a small 


tumour, adherent to the skin, but freely movable on the under surface. To avoid 


the inconvenience and pain they caused in the first pregnancy, these tumours were 
excised, and were shown microscopically to have the structure of a secreting acinous 


J.S.F. 


gland. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GYNACOLOGICAL SECTION. 


A meeting was held on Thursday, February 13th, 1908, Dr. Hersert SPENCER 
(President) in the chair. 


Ovarian DERMOID wiTH SECONDARY CYSTS, CONNECTED WITH THE OMENTUM. 


A paper on this subject was read by Dr. Martin RanDALL, including a pathological 
report by Mr. T. W. P. LawReEnce. 

The authors described the case of a young woman who had a pelvic tumour the 
size of a hen’s egg, situated in the right posterior quarter of the pelvis rather high 
up. There were symptoms of inflammation, and the tumour was opened in the right 
iliac region, and purulent-looking fluid, with some vernix-like material, escaped. 
The cavity was drained, but subsequently the cyst was removed by operation. The 
omentum was observed to be studded with a large number of small cysts containing 
cheesy material and hair, and a large piece of this structure was removed. Mr. 
Lawrence reported that the main tumour was a dermoid of the right ovary. As many 
as fifty minute cysts were found in the omentum. They were for the most part lined 
with cubical epithelium and contained sebaceous material. The patient made a good 


recovery, but died a year later with symptoms of apoplexy. Other recorded cases 
were alluded to. 


The Prestpent (Dr. Herbert Spencer) thanked the authors for their valuable and 
interesting paper. He thought there was little doubt that the fluid at the first opera- 
tion was sebaceous and not purulent. He had been surprised to find how frequently 
some operators met with “suppurating dermoids.” The explanation, he thought, was 
that the sebaceous material fluid at the temperature of the body closely resembled pus . 
to the naked eye, although on cooling it solidified. In his experience suppuration 
rarely occurred in dermoids. A practical deduction from the paper was the import- 
ance of removing these and other ovarian tumours entire, if they were not too large. 
This had been his practice for many years. He did not go so far as Mr. Bland-Sutton, 
who removed all tumours, however large, entire, sometimes making an incision ex- 
tending from the ensiform cartilage to the pubes: such a long incision certainly to 
some extent increased the risk of omental and intestinal adhesions and of hernia. 


Dr. GaaBin said that he had met with one somewhat similar case in which there 
had been a further development of the metastases than in any of those collected by 
Dr. Randall. An unmarried lady, aged between 40 and 50, came with a large tumour, 
the history of the duration of which was quite indefinite. She said that her abdomen 
had been large for as long as she could remember. An ovarian tumour was diagnosed. 
At the operation it turned out to be a dermoid, and was removed with difficulty on 
account of adhesions. Among the adhesions and over the peritoneum were scattered 
very numerous thin-walled cysts, containing sebaceous fluid like that in the main 
cyst. These existed also in the cellular tissue of the abdominal wall and pelvis, so 
that a number of them were divided in the abdominal incision. No skin-like structure 
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was seen in the secondary cysts. Those on the peritoneum were thin-walled, and in 
the cellular tissue no definite cyst wall could be detected. A good deal of sebaceous 
matter had to be left unremoved, but the incision healed well in the first instance. 
After some weeks, however, it broke down again, and a discharge of oily fluid began, 
which later became semi-purulent. The patient remained ill for many months, and 
it was feared the condition might run a malignant course, but eventually the sinus 
closed ; she recovered completely, and was well after several years. He agreed with 


the President that it was desirable, if possible, to remove a small or medium-sized 
dermoid cyst entire. 


Dr. R. H. Hopcson remarked on the fact that some of the cases had died with 
septic symptoms, and suggested that they might have been saved had hexamethylene- 
tetramine (urotropin) been used. He had experimented with it in large and small 
quantities in many and varied diseases, and had found it most valuable in septic 
diseases, but great caution was required in its administration. The kidneys afforded 
the first and most marked signs that the drug was in excess. He strongly suggested 
its use to those who have much operative work on the peritoneum, 


Dr. H. MacnavcutTon-Jones said there must have been some thousands of 
ruptured dermoid cysts, and yet but the few cases of secondary cysts mentioned have 
been recorded. It did not appear, therefore, that there was any great danger of 
metastasis or implantation in the case of simple dermoids. No matter how extensive 
the incision, rupture would occur in some cases of dermoids 


Dr. Amanp Rovrts had seen several cases where dermoid cysts of the ovary had 
ruptured before or during the operation without such sequele as the authors 
described. Were the authors able to discriminate dermoids which were innocent from 


those whose cells were liable to be transplanted, and to develop into proliferating 
cysts, as in the cases recorded by them? 


The following specimens were. exhibited :— 
Dr. HerBert SPENCER: Caseating Carcinoma of the Corpus Uteri. 


. H. Macnaucrton Jones : Hamatosalpinx Complicating a Myomatous Uterus. 
Dr. Earpitey Hottanp: A Melanotic Tumour of the Vulva. 
. Amanp Rout: A Placenta Diffusa. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 


Annual Meeting held at Manchester, January 21st, 1908, Dr. E. O. Crort, Leeds, 
(President), in the chair. 


Dr. A, J. Watxace (Liverpool) was unanimously elected President for the year 
1908. The office-bearers for the year were also duly elected. 

Dr. Crort, the retiring President, then delivered his valedictory address, in which 
he discussed the woman of the future from a gynecologist’s point of view. He re- 
ferred to the tendency in members of the medical profession to look back at the 
history and work of their predecessors and to congratulate themselves on the 
brilliant advances and discoveries made in recent times without considering whether 
the progress of our knowledge was having a clear run, and whether it was being 
diverted into side issues, or hindered by developments which might be of immense 
immediate value; but which might obscure the main issue. He pictured a typical 
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healthy woman in the more or less distant future, a sort of human Hygeia, free from 
the numerous dangers and diseases which, at the present day, we are striving to 
remedy. The present-day gynecologist would require the command of a much higher 
knowledge of prophylaxis, and of the conditions of normal health, and such know. 
ledge would have to become an integral part of his own mental equipment, and the 
laws of health would have to be obeyed in an almost automatic manner. 

The indications of such a development were referred to and exemplified. Fifty 
years ago mens sana in corpore sano was not held to apply to the average type of 
woman, but to beings who were exceptional, and were possibly received as such. 
Rapid advances were liable to be associated with exuberances of rapid growth and 
enfeebled vitality. These exuberances were temporary hindrances, and were more 
liable to form in the process of mental than physical development. They chiefly 
appeared in the form of eccentricities of various kinds. The general advance of 
bodily soundness in women, he thought, was checked rather than aided by the 
existence of many quack proceedings existing to-day in connexion with physical 
culture. The various classes of gynecological disease were reviewed in the light of 
their ultimate avoidance. The large class of inflammatory affections which were 
mainly associated with microbial infection were to be regarded as avoidable, as also 
were many of the diseases of pregnancy and abnormalities of labour. The eradication 
of the venereal infectious diseases was not being dealt with at all at the present time. 
It was to be hoped that a more common-sense view of the subject would be taken 
in a more enlightened future. 

The prevention of puerperal infection seemed a difficult lesson to learn in spite of 
its simplicity. It was suggested that the ultimate solution of the question would be 
in the hands of the suffering women-kind. When they themselves fully realized the 
position, they would demand the remedy, and the demand would then be more 
quickly met. 

With regard to the possibility of dealing with the apparently hopeless conditions 
of maldevelopment, the suggestions of Dr. Ballantyne and the subject of eugenesis 
were referred to. 

There was no clue to the prophylaxis of the new growths of the female organs, 
such as cystic disease of the ovary, uterine fibroids, and cancer. 

Referring to fibroids, the brilliant results of a curative kind, obtained by operation 
during recent years, while of enormous immediate value, had practically paralysed all 
research into the etiology and nature of these growths. 

More work was being done regarding cancer, but the high degree of technical skill 
required of the operator and the pathologist had rather tended to create a chasm 
between the two which was difficult to bridge. Both were liable to be lacking in the 
opportunity for the observation of the living habits and phenomena of the disease as 
it progressed in the patient. It would be interesting to revisit the earth at some 
future time to ascertain the extent to which the future woman had succeeded in 
avoiding the ills to which she was now liable. 


A vote of thanks by Dr. Luoyp Roserts, seconded by Mr. R. Favett, and sup- 
ported by Dr. T. B. Grimspatz, concluded the proceedings. 


GLASGOW OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 
Meeting held on Wednesday, 22nd January, 1908, Dr, OLIPHANT presiding. 
SPECIMENS. 


Dr. Batrour MarsHALL: (1) Uterine Adnexa removed by Laparotomy. (2) Uterus 
and Adnexa (double pyosalpinz) removed by Laparotomy. 
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PaPERs. 
Dr. Stark communicated 
A Year’s Sratistics From THE Samaritan Hospirat. 
He had performed 103 major abdominal operations, with a mortality of three. The 
following is a list of operations :— 
No. Mortality. 
Abdominal hysterectomy ... ... 
Myomectomy (one on a with subequent abortion). 
Hysterectomy, vaginal es 
Hysterectomy, following Cesarean full in case of 
cancer of cervix . 
Ovariotomy, 2 bilateral, 3 hen. . : 
Gangrenous cyst with torsion of snitile Se 
Malignant papilloma of ovary... 
Salpingo-oéphorectomy. 
Chronic suppuration, bilateral... 
Unilateral 
With appendectomy ... 
With abscess of ovary ... 
Salpingotomy. 
Pyosalpinx, bilateral ... 
unilateral 
Hydrosalpinx 
Removal of broad ligament 
Laparotomy and Drainage. 
Purulent peritonitis ... 
Pelvic abscess 
Tubercular peritonitis : 
operations). 
Retroversion ... 
Prolapse 
Laparotomy for pregnancy, 
At full term . afore 
Rupture and 
Radical cure of ventral hernia... bs 
Laparotomy for removal of cancer ‘of ovary wna 
intestine 


Dr. OxipHant complimented Dr. Stark on his excellent paper and the results 
obtained. He commented on his operations of myomectomy and the hysterectomy 
following Cesarean section for carcinoma of cervix. 


Dr. A. McLetxran thought that if fibroids were seen earlier than is usual in 
the majority of cases, myomectomy would be the operation of election; pregnancy 
occurred in uteri after the operation of myomectomy. 


Dr. A. N. Russext discussed the question of treatment of fibroids by myomectomy. 


Dr. W. D. Macrartane stated his experience of the good results following 
myomectomy in suitable cases of fibroid, also of a myomectomy undertaken in 
advanced pregnancy without disturbing the pregnancy. In the case of hysterectomy 
following Cesarean section at full term complicated by cancer of the cervix, there 
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had been repeated hemorrhages from the fifth month onward, in his opinion the 
nutrition of the child would be seriously affected, and from the resulting anemia 
fatty changes in heart and liver were likely to occur. 


Dr, Stark replied: He was of opinion that earlier intervention in the pregnancy 
case, with carcinoma of the cervix, would have perhaps given a more favourable 
result; when first seen there was marked extension of the disease. 


Dr. A. McLELLAN : 
Two CASES OF PROLAPSE OF THE UTERUS IN THE VIRGIN. 


(a) A girl of 16 years of age, seen first in February 1906, had four weeks 
previously noticed a swelling in the vulva, which had gradually increased in size. 
There was no pain, but a certain amount of backache. On examination the uterus 
and vaginal walls were prolapsed outside the vulva. There was no cervical 
hypertrophy and no history of occupation having caused the prolapse—her work had 
always been very easy. The prolapse was easily reduced and kept in position by a 
ring pessary. 

(b) The second patient suffered from prolapse of a less degree than the first, was 
32 years of age, unmarried and nulliparous. The prolapse was due to a dermoid 
tumour of the right ovary. The prolapse was of 9 months’ duration. The ovarian 
dermoid was removed by laparotomy and the prolapsus thereby cured. 

Dr. McLean, as the result of his dissections of the pelvic floor, was disposed 
to agree with Fothergill’s paper in the Journal of Obstetrics and Gynecology of the 
British Empire” for January, 1908, on “The support of the pelvic viscera.” He 
thought the pelvic floor was of little use in preventing prolapse of the uterus, and 
thought that the cellular tissue in the bases of the broad ligaments was the important 
support. 

In neither of the cases reported was there any relaxation of the pelvic floor. 


Dr, A, W. Russext instanced the case of complete prolapse in a virgin resulting 
from a fall from a considerable height. 


Dr. Nicet Stark remarked on the case of a virgin where the cause of the pro- 
lapsus was continual strain at work—a complete prolapsus uteri with relaxation of 
pelvic floor resulting. 


Dr. W. D. Macrartane referred to two cases under his care—both virginal 
prolapse of uteri—a farmer’s daughter falling from a considerable height with 
complete prolapsus uteri, requiring anesthesia for reduction, and a girl of 18, virgin, 
where her work, causing great extra abdominal pressure, caused prolapsus with great 
relaxation of pelvic floor. 


EDINBURGH OBSTETRICAL SOCIETY. 


Fourth meeting of the 69th Session, held on Wednesday, 12th February, at 8-30, 
Professor STEPHENSON, the President, in the chair. 
Mr. Wm. Henry Miter showed to the Society a Placenta from a case of 
Triplets. 
Owing to a very full discussion on the “Notification of Births Bill,” only one 
paper on the billet was read, viz., that by Sir ALEXANDER SrMPsoN, on 
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Eeyptian BIRTH-CHAIRS. 

After a short historical sketch of the use of birth-chairs and stools in general, 
Sir Alexander went on to describe the form of birth-chair in use in Egypt, a 
specimen of which he exhibited to the Society. Sir Alexander explained many of 
the customs observed both before and after parturition in various districts of Egypt, 
which he had visited, he also exhibited numerous photographs illustrating his com- 
munication. 

The PresiIDENT expressed to Sir Alexander Simpson the thanks of the Society for 
the interesting communication he had presented. 

Owing to the lateness of the hour the other three papers on the billet were held 
over till the March meeting of the Society. 


ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 
President: E. H. Tweepy, F.R.C.P.I. 
Sectional Secretary: Henry M.D. 
Meeting Friday, February 7th, 1908, the PRESIDENT in the chair. 


Ovum THE Horn oF A Bicornnute UTERUs. 


The Presipent exhibited an ovum from the horn of a bicornute uterus. It was, 
he said, a very perfect ovum, though now shrivelled in spirit. The woman, who had 
borne three or four children, had had persistent hemorrhage since January. He 
made a tentative diagnosis of tubal pregnancy. He operated the following day, and, 
to his surprise, found a small uterus, with the tumour growing out from the side 
of it. When he split the tumour in the direction of the tube, the ovum came out, 
and it then appeared that he was dealing with a two-horned uterus. In thinking the 
case over, he was convinced that the woman would have carried her child to full 
term. She had had two miscarriages and three children, and they had all, he 
believed, developed in that horn. The whole question of operation in a two-horned 
uterus was in an unsettled state. They were led to suppose that even if they 
diagnosed a pregnancy in a two-horned uterus, they should treat it as though it were 
a tubal pregnancy; but there was no doubt that there were many women who bore 
children in the presence of this abnormality. The size of the tumour might have led 
him to a correct diagnosis: it had grown enormously in the ten days between his 
examination and the operation, yet it had not burst. He had never seen a tubal 
pregnancy so large without rupture taking place, a fact which might have put him 
on the way to a correct diagnosis. 

Dr. Hotmgs asked if anything had come away from the uterus since the operation, 
as it had recently been stated that false decidua would give rise to trouble in the 
other horn. 

Dr. Nertt asked if there had been any trouble with the former deliveries. 

The PrEsIpENT, in reply, said that if they could diagnose that the pregnancy 
had taken place in the well-developed horn, everyone would agree that it should be 
left; but the difficulty of diagnosing between the horns was very great. In the case 
before them the undeveloped horn was as large as a normal uterus. Nothing had 
come from the uterus since; and, so far as he knew, all the other full-term deliveries 
were normal and easy. 


A MoprricaTIon oF NEvILLE’s Forceps. 


Sir A. Macan said it was not without a good deal of thought that he had 
ventured to make a modification in Dr. Neville’s forceps, on which he had a stop 
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put so that, by making a slight movement of the axis-traction handle, he could tell 
at once, without looking, that the pointer was in the right direction. He described 
in detail, with specimens, the development in the shape and mechanism of forceps, 
from the straight to the extra-curved German form. 

Dr. FitzG1BBon raid that being able to utilize one’s ears was an advantage, though 
he did not see the necessity of watching the perineum at the time the axis-traction 
was in use. 

Dr. Hotes thought the addition of the small check was of great use in allowing 
the eyes to be taken off the forceps and the whole attention to be given to the 
perineum. 

Dr. Spencer SHEILL said that although the Scottish forceps had a device by which 
a click would tell when they were pulling in the axis of the pelvis, it had the dis- 
advantage of possibly nipping the vaginal mucous membrane; but the one shown had 
the advantage of the Simpson forceps without its disadvantages. 


A Vesicutar Mote. 

Dr. Spencer Suertt exhibited a vesicular mole. He was, he said, somewhat 
disappointed, as he had entered it in the hope of being able to exhibit it as a case 
of a twin mole, one embryo having been, so to speak, converted into the mole, and 
the other fairly normally developed. The patient had a marked history of twins in her 
own and her mother’s family. She had aborted four times, one being a twin abortion. 
Afterwards, in a twin conception, abortion of one ovum occurred, and he subsequently 
delivered her of a full-term child. The specimen shown was the next pregnancy. 
There was a marked amount of fibrous degeneration and a great deal of fibrous tissue 
and thickening, but there was no syphilitic history to account for it. The patho- 
logical report which had been kindly made by Dr. Rowlette, and which he read, not 
only disappointed his hope of being able to exhibit a specimen of a condition which 
had only been reported a couple or three times, but also drove him to the opinion 
that it was a case of what he might call mixed carneous and hydatidiform mole. 

The PresipDEnT said he had never seen a vesicular mole together with any portion 
of a formed foetus, as in Dr. Sheill’s specimen. He did not, however, agree that it 
was a carneous mole. He would like to know if the specimen came away spontaneously 
or if it had been delivered manually. 

Dr. SHeErL1, in reply, said the specimen was delivered by the natural contraction 
of the uterus. His opinion as to the nature of the mole was based on the naked-eye 
appearance, and on considering again the pathological report, he bowed to the 
Pathologist’s opinion, that it was not a carneous mole. 


Tue OPERATIVE TREATMENT OF PUERPERAL INFECTION. 


Sir A. Macan read a paper on the above subject, the discussion of which was, on 
the motion of Dr. Holmes, seconded by Dr. Ashe, postponed until the next meeting. 

A paper entitled 
(a) Twin Azortion witH Dovste PLacenTA PRa&VIA AND A REMARKABLE CONDITION 

or THE Cervix Urerr; (b) Lasour Sock, 
by Prof. R. J. Kivxeap, of Galway, was read by Dr. G. FitzGrspon, the Acting 
Secretary. 

Sir A. Macan and the Presipmnt expressed the thanks of the Section to Prof. 
Kinkead, and the hope that other members in the country would contribute similar 
valuable papers. 

The following card specimens were shown :— 

Dr. Tweepy: (a) Dermoid Cyst of Ovary containing Teeth; (b) Ovarian Cyst 
specimens (2); (c) Fibroids of Uterus (8), one showing Cystic Degeneration; (d) 
Abscess of Ovary. 
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REVIEWS OF RECENT BOOKS. 


The transactions of the American Association of Obstetricians and Gynecologists 
for 1906 occupy a volume of about three hundred and fifty pages. The first thing 
which strikes one on looking through the volume is the fact that it contains numerous 
papers on subjects which, in this country at any rate, are not considered to lie 
within the provinces of either the obstetrician or the gynecologist, indeed the 
presidential address itself is concerned with the surgical treatment of injuries to the 
diaphragm. The papers have the great merit of being short and generally to the 
point, in fact they might almost be included in that category of literature, so dear 
to American hearts, aptly designated “snappy pars.” The discussions they evoked 
were not lacking in interest, and one might perhaps add, in liveliness. In contrast to 
the reports of our own meetings one finds that the reports of the discussions occupy 
more space than the papers themselves. 

As regards the contents of the volume there are several papers of purely surgical 
interest, dealing with such subjects as kidney fixation, gall stones and appendicectomy. 
There are a few papers on subjects of more general interest, such as one of the 
abuse of purgatives. The purely obstetrical and gynecological papers do not contain 
any matter which is strikingly new or original, and the substance of the more 
interesting papers has already appeared in our Review of Current Literature. 

C. Nepean Loncrince. 


A sHort Practice or Gynazcotocy. By H. Jellett, M.D., B.A.O. (Dublin), 
F.R.C.P.I. Third edition, with 310 illustrations, some in colours; 8vo. 
London: J. and A. Churchill. Price 12s. 6d. net. 


The author is to be congratulated on the rapidity with which successive editions 
of this book have been called for, which in itself is ample testimony as to its 
popularity. That this popularity is deserved there can be little doubt. The author 
gives a most clear description of the subject, divested of theory and padding, and 
tempered by a practical experience which, in works of this kind, must form the most 
essential element. The present edition has been considerably enlarged and brought 
up to date, particularly in the operative department, and the numerous new 
illustrations form a decided improvement. As is natural, different schools have 
different ideas and methods (doubtless of minor importance), but always affording 
food for criticism. In this instance the routine employment of a gynecological 
couch for bimanual examination is one which particularly commends itself. To the 
average patient in these northern climes (of whatever grade of society) a pelvic 
examination is always a “thocht,” and to subject her to the ordeal of mounting a 
special couch and placing herself in a modified lithotomy position with the examiner 
between her separated thighs appears so indelicate that it would require a gynzco- 
logist with a much more “wonderful way with him” than Father O’Flyn to make a 
success with this method. With this (perhaps so-called) sentiment I am quite in 
accord, for it seems unnecessary, as the ordinary dorsal position gives equally 
satisfactory results. One is thoroughly in accord, however, with the employment at 
first of only one finger in the vagina, with the insertion of the second only when it 
is necessary. 

It is questionable if myomata are, as the author states, the result of sterility, 
statistics seem to prove them to be the cause. 
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Personally one regrets that Dr. Jellett has not deemed the operation of abdominal 
hysterectomy worthy of mention as a cure for chronic inversion; from considerable 
experience it can be recommended. 

In the differential diagnoses of diffuse severe intraperitoneal hemorrhage, the 
important sign of a subnormal temperature might be mentioned if not emphasized. 
In a short treatise such as this, faults of omission do not necessarily detract from 
its value as a work which must commend itself to student and practitioner alike, and 
for which we prophesy a success equal to that of previous editions. 


F. W. N. Havtrain. 


THE TECHNIQUE OF VAGINO-PERITONEAL OPERATIONS. By E. Wertheim and Th. 


Micholitsch. Translated into English by Cuthbert Lockyer, with 138 illustra- 
tions. Macmillan & Co., 1907. 


We have already published a review of the German edition of the admirable 
work.* Dr. Lockyer has conferred a benefit on those who do not read German by 
translating the descriptions of the operations : the excellent illustrations are the same 
as in the German edition. The translator has occasionally somewhat hampered him- 
self by the scrupulous care with which he has followed the text “even to the last 
details of punctuation”: the elegance of the English is thereby somewhat impaired ; 
as on p. 26, where, after reading six lines of a subordinate sentence, we learn that it 
is colpotomy which is able to palpate the pelvis! On p. 237 we read “prevent it” 
(instead of its) “being injured.” The translation is, however, generally a good one. 
And in only one instance is there any obscurity in the meaning. This occurs on 
p. 302, where it is not clear whether “cut it off” refers to “tissue” “the cervix” or 
even “the bladder!” 

We noticed very few misprints, though ‘‘peritioneal’’ occurs at page 51 and 
“animuscle” (one word) at p. 237. We have much pleasure in again recommending 
this work in its convenient and handy English form as one which illustrates in an 


unsurpassable manner the technique of the Viennese gynecologists, and reflects credit 
on the publishers and the translator. 


Norte-Books anp D1arrges FoR Doctors anp Nurses. London: Scott & Bowne Ltd., 
The Chandos Press. 1908. 


The doctor’s diary, issued by Scott and Bowne Ltd., is distributed so widely 
among the profession that it seems almost superfluous to call attention to the many 
items of useful information which it contains in addition to the pocket diary. Its 
primary object is to draw attention to the firm’s well-known emulsion of cod-liver 
oil and hypophosphites, but the only reference to this preparation appears on the 
outside flysheets which in all books are usually devoted to advertisement matter. 
The actual contents of this useful little book are entirely made up of such information 
as addresses of sanatoria, lunatic asylums, inebriate homes, etc., in different parts of 
the kingdom; of radiographers, of firms supplying oxygen, antitoxin, etc., and other 
addresses likely to be wanted in emergency. The Nurse’s Diary is supplied with like 
information suitable to those who will use that book, the needs of the Registered 
Midwife being especially catered for. We may assure the enterprising firm who issue 
this diary that it is appreciated and widely used because of the forbearance which 
has been exercised in limiting the advertisement matter, 


* Vol. x, p. 288. 
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NOTES. 


The University of Leeds has sustained a grave loss in the death of Emeritus 
Professor C. J. Wright, who was for more than forty years a member of its teaching 
staff, and who, from the year 1884, was responsible for the teaching of Obstetrics, 
first as lecturer, and from 1888 to 1906, when he resigned the chair, as Professor. 
The title of Emeritus Professor was then conferred upon him, but the Honorary 
degree of Master of Science had been previously bestowed upon him by the 
University. Obituary notices of Professor Wright appeared in the British Medical 
Journal on the first and in the Lancet on the eighth of February. 

Our American colleagues have to regret the deaths of Dr. O. F. Rober, formerly 
Professor of Midwifery in the North Western Medical School, Chicago, of Dr. 
W. Howard, formerly Professor of Gynecology at Baltimore, and of Dr. Adrian T. 
Wocdward, formerly Professor of Gynecology in the University of Vermont. 

At Cincinnati, Dr. Wm. D. Porter has been appointed Professor of Midwifery in 
the Miami Medical College. 

At New York, Dr. P. F. Chambers has been appointed Professor of Gynzcology, 
and Dr. James D. Voorhees Assistant Professor of Midwifery in the College of 
Physicians and Surgeons. 

Dr. 8. E. Maynard has been appointed Associate Professor of Obstetrics in the 
University at Vermont. 

Dr. J. Th. Kelley has been appointed Professor of Gynecology in the University 
of Georgetown, Washington. 

At the thirty-third annual meeting of the American Gynecological Society to be 
held at Philadelphia on May 26, 27 and 28, 1908, the following topics will be 
discussed :—1. Immediate compared with Deferred Operation for Intra-abdominal 
Hemorrhages due to Tubal Pregnancy. 2. Intrapelvic (subpubic) compared with 
Abdominal Methods of Dealing with Mechanical Obstruction to Delivery in cases of 
Confinement. Professor A. Martin, late of Greifswald, and Professor Pfannenstiel, 
of Kiel, are expected to attend and read papers. 

At Lille: Dr. Oui has been appointed Professor of Obstetrics. 

At Brunswick : Dr. Richard Krukenberg has been appointed Physician-in-Chief to 
the Gynecological Section of the Ducal Hospital, and at the same time had the title 
of Professor conferred upon him. 

At Erlangen : Professor Sarwey, of Rostock, having declined to succeed Professor 
Menge, who has gone to Heidelberg, the Chair of Obstetrics and Gynecology has 
been offered to Professor Philipp Jung, Privat-Dozent and Chief Physician of the 
Frauenklinik at the University of Greifswald, recently appointed Director of the 
Gynecological Section of the City Hospital at Frankfort-on-Maine. 

At Heidelberg: Privat-Dozent Erwin Kehrer succeeds Professor Schottlinder as 
Director of the Laboratory of the Frauenklinik. 

At Strassburg: Professor Hermann Fehling has been appointed Rector of the 
University for the Academic Year 1908-9. 

At Tiibingen: Dr. August Mayer has qualified as a Privat-Dozent. 

At Prague: The death is announced of Dr, Karl Schwing, Extraordinary 
Professor at the Bohemian University. 

At Vienna: Privat-Dozent Dr. Ludwig Mandl has been nominated an Extra- 
ordinary Professor of Obstetrics and Gynecology. Dr. W. Pitha has been made a 
Privat-Dozent of Obstetrics and Gynecology at the same University. 
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